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Abstract
Women with breast cancer commonly experience depression. However, this
condition often goes unrecognized, undertreated, and understudied, especially in ethnic
minorities. If left untreated, co‐existing depression in women with cancer can
complicate cancer treatment, lead to poor treatment adherence for both conditions,
and decrease survival. These negative consequences are considerably higher among
Latinas. With the growing number of Latinos and diversity within the Latino community,
the literature has identified the need to disaggregate Latinos by region of origin.
Unfortunately, few studies account for these differences and no study to date has
examined risk factors of depression among Latinas diagnosed with breast cancer within
5 years or by region of origin. To begin exploring predictors of depression among Latina
breast cancer survivors, a theory‐driven mixed‐methods approach was used to identify
potential risk factors for depression as a group and by region of origin (e.g., South and
Central America, and Spanish‐speaking Caribbean countries). This study also sought to
contextualize Latina breast cancer survivors’ perceptions of risk factors of depression,
necessary to shape culturally and linguistically appropriate interventions and programs.
The guiding theoretical framework for this study was Lazarus and Folkman’s
Cognitive Stress Theory and McLeroy and colleagues’ Ecological Model for Health
Promotion. Sixty‐eight Latinas meeting eligibility criteria were recruited from Latino
cancer support groups and other community organizations in the West Central Florida
iv

area. Both purposive and snowball‐sampling procedures were used to recruit
participants. A researcher‐administered closed‐ended questionnaire, followed by a
semi‐structured interview addressed research aims and the primary outcome variable.
Descriptive statistics (mean, standard deviations, frequency, percent), bivariate and
multiple linear regression analyses were completed using IBM SPSS V20. Thematic and
content analyses were completed for qualitative data using Atlas.ti 6.2.
Findings revealed the need for easily accessible, culturally and linguistically
appropriate psychosocial services to help women adjust to cancer diagnosis and
emphasized the need to disaggregate Latinos in future studies as findings may differ by
Latino region of origin. Multivariate analyses showed appraisal variables (more
perceived harm, more perceived threat, less perceived challenge – overcoming cancer),
coping variables (less active coping and more self‐blame), and poor body image to be
significantly associated with an increased risk for the likelihood of depression. Appraisal
variables accounted for greatest explained variance (36%). Risk factor differences by
region of origin were observed in sub‐group multivariate analyses, but this study was
unable to conclude if risk factors play a different role by region of origin in a combined
model. Twenty‐two salient themes emerged from the thematic analyses of the
qualitative data on all levels of the ecological model (e.g., acceptance of illness, lack of
family and peer support, lack of access to care, language barriers). Content analyses
demonstrated agreement on a majority of salient themes amongst groups (presence of
depression symptoms and by region of origin) about the perceptions of risk factors for
depression. “Helping oneself” and “discrimination” demonstrated significant difference
v

in terms of the frequency these themes were discussed by presence of depression
symptoms and “poor body‐image” by region of origin.
In conclusion, data from this study provided quantitative and qualitative data of
potential risk factors of depression, which in turn can be used to conduct additional
epidemiological studies to examine prognostic factors longitudinally. Study findings
may also contribute to the existing literature of risk factors for depression to encourage
future intervention and programs to reduce mental health disparities, to raise the
awareness of the need for mental health services, and to inform mental health
screening guidelines.
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Section I

Introduction

The etiology of depression in Latinas with breast cancer is multifaceted.
Although pathobiological pathways have been implicated (Massie, 2004; Selye, 1956),
psychosocial factors also may be determinants of depression in this population. Latinos
experience a greater incidence of depression compared to African Americans (Alegria, et
al., 2008b; Strine, et al., 2008), and mounting evidence also demonstrates that low‐
income Latinos are at higher risk for depression compared to non‐Hispanic whites
(Carlson & Bultz, 2003; Lagomasino, et al., 2005).
A high prevalence of depression is also found among Latinas with breast cancer
when compared to the general Latino population (Alegria, et al., 2007; Dwight‐Johnson,
Ell, & Lee, 2005; Massie, 2004). Disease‐specific and treatment‐related factors (e.g.,
stage of illness, treatment type) are thought to have the greatest influence on the
incidence and severity of depression (Massie, 2004; Pozo, et al., 1992). However, Ell and
colleagues (2005) found that neither cancer stage, treatment status nor certain
demographic variables (ethnicity, education, marital status, birthplace, primary
language, health insurance, and employment status) were associated with depression
among low‐income women (48% breast cancer, 75% Latinos living in an area
predominantly of Mexican origin). Ell and colleagues (2005) did find that cancer site
1

(breast cancer), age, pain level and co‐morbidities were significantly correlated with
depression. Thus, a closer investigation of depression risk factors in women diagnosed
with breast cancer seems warranted. In a more recent study comprised of 63%
Hispanics living in California, presence of comorbidities and partner status were
significantly associated with depression among women diagnosed with breast cancer
within 1.5 years of treatment (Christie, Meyerowitz, & Maly, 2010). Inadequate
psychosocial care and information also may be risk factors for depression (Ashing‐Giwa,
et al., 2004; Carlson & Bultz, 2003; Janz, et al., 2008).
Adding to the burden of disease are systematic and structural barriers. In a
study of low income women with breast or gynecologic cancer, women showing
depression symptoms reported significantly more barriers to cancer care (e.g., lack of
understanding treatment recommendations, worries related to treatment, inability to
access prescriptions, and economic factors) (Ell, et al., 2005). Some of the unique
barriers among Latinos included: lack of Spanish‐speaking mental health providers,
limited English proficiency and patient‐provider miscommunication (e.g., differences in
describing and endorsing depression) (Alegria, et al., 2008b). Other unique barriers
included acculturation factors (e.g., unfamiliarity with U.S. norms and health system,
social isolation), cultural factors (e.g., beliefs and attitude toward illness, centrality to
family), higher rates of poverty, being underinsured or uninsured, and completing less
years of formal education (Redes En Acción, 2004).
Studies of depression in Latinas with breast cancer demonstrate a need for
culturally and linguistically tailored psychosocial care (Ashing‐Giwa, et al., 2004; Culver,
2

Arena, Antoni, & Carver, 2002; Dwight‐Johnson, et al., 2005; Ell, et al., 2005). However,
these studies provide a limited understanding of the socio‐cultural and individual risk
factors for depression, specifically in Latinas diagnosed with breast cancer as a group or
by region of origin (South and Central America, Spanish‐speaking Caribbean countries).
It is evident that these gaps in knowledge require a comprehensive approach to
examine the complex underpinnings of depression in Latinas.
Purpose of the Study
The purpose of this study was to identify potential risk factors for depression
among Latinas diagnosed with breast cancer as a group and by region of origin (South
and Central America, and Spanish‐speaking Caribbean countries). This study used a
theory driven, mixed‐methods approach to guide the design, data collection, and the
analysis within an ecological framework. Evaluating and contextualizing this population
within the ecological framework was necessary to shape future culturally and
linguistically appropriate interventions and programs. To begin exploring potential
predictors of depression for program and intervention development, identification of
depression risk factors by Latino region of origin also was warranted. Literature has
identified the need to disaggregate Latinos because of the growing number of Latinos
and the diversity represented by this ethnicity (Alegria, et al., 2007; Martinez‐Tyson,
Barnett Pathak, Soler‐Vila, & Flores, 2008). Unfortunately, few studies account for
region of origin; thus, this study sought also to describe findings based on the Latinas’
region of origin to include South America, Central America, and Spanish‐speaking
Caribbean countries such as Puerto Rico and the Dominican Republic. The primary goal
3

of this study was to provide quantitative and qualitative data about potential risk factors
for depression, which in turn, can be used to conduct additional epidemiological studies
to examine prognostic factors longitudinally. A secondary goal was to contribute to the
literature of risk factors for depression. It is hoped that findings from this research will
encourage future intervention and programs to reduce mental health disparities, raise
the awareness of the need for mental health services, and inform mental health
screening guidelines.
Background and Significance
Hispanics/Latinos represent the fastest growing minority group in the U.S., and
by 2050, Latinos are expected to comprise 29% of the U.S. population (Passel & Cohn,
2008). In 2010, Latinos represented 16.4% of the U.S. population (U.S. Census, 2010).
Based on data from the 2010 American Community Survey, the proportions of the U.S.
population comprised of Latinos include Mexicans (9.4%), Puerto Ricans (1.3%), Latinos
from other countries (3.5%), and Cubans (0.5%) (U.S. Census, nd). To standardize racial
and ethnic data, Latinos are commonly aggregated as one group (Betancourt & Maina,
2004). Although Latinos share common cultural values and most speak the same
language with idiosyncratic variations, they are a diverse group. English language
proficiency, place of birth, access to health care, acculturation factors (e.g., immigration
and years in the U.S.), education, socioeconomic status (Howe, et al., 2006), regional
differences in language, health beliefs, food, and cultural traditions vary within the
Latino population (Millard, et al., 2009). The distribution of Latinos also varies from
state to state. For example, population estimates for 2010 report the largest
4

representation of Latinos in California are Mexicans (31.5%), whereas in Florida, Cubans
(6.0%) represent the largest Latino group (U.S. Census Bureau, 2010). These variations
present methodological challenges in research, particularly in the surveillance of specific
health indicators such as cancer incidence. Nevertheless, presenting data by region of
origin improves understanding of health disparities within underserved populations
(Howe, et al., 2006; Millard, et al., 2009)
In 2006, cancer was the second leading cause of death among Latino adults
(American Cancer Society [ACS], 2009). In general, Latinos have a lower incidence of
common cancers, (breast, prostate, lung, colon and rectum) compared to non‐Hispanic
whites and African Americans (Howe, et al., 2006). Yet, similar to African Americans,
Latinos are often diagnosed at an advanced stage of cancer compared to non‐Hispanic
whites (Howe, et al., 2006). Latinas with breast cancer, the focus of this study, share
this disparity (American Cancer Society, 2012).
Disparities also exist in survivorship, mortality rates (mainly for Florida), and low
mammogram utilization among Latinas (American Cancer Society [ACS], 2009; Martinez‐
Tyson, et al., 2008). Despite these statistics, women are living longer due to
improvement in the quality of care, early detection, and treatment of survivors (ACS,
2008a). Within the last two decades there has been increased discussion in the
literature of survivorship issues (Ashing‐Giwa, et al., 2004). The need to address
survivorship issues (e.g., mental health care and emotional support) by race and
ethnicity is a priority area in closing the health disparity gap (Intercultural Cancer
Council, 2006).
5

Psychosocial Issues Experienced by Latinas
In addition to the physical and, often, visible side‐effects of breast cancer and its
treatment, women experience negative emotional and psychological effects (Hewitt,
Herdman, & Holland, 2004). For many people, a diagnosis of cancer is viewed as a death
sentence (Ashing‐Giwa, 2004; Cohen & Carlson, 2005). Common feelings include
sadness, fear, and anger, all of which can meet diagnostic criteria for a mental disorder
(Cohen & Carlson, 2005). Women also experience depression and anxiety because of
uncertainty related to cancer or treatment side effects and quality of life, body image
and sexuality issues, cancer recurrence, and the impact on their families (Ashing‐Giwa,
et al., 2004; Badger, Segrin, Dorros, Meek, & Lopez, 2007; Fann, et al., 2008;
Intercultural Cancer Council, 2006). However, not all emotional and psychological
effects are negative. For example, Ashing‐Giwa and colleagues (2004) reported that
Latina and Asian women had stronger relationships with God and their family members
after being diagnosed with breast cancer. Another study with women with early‐stage
breast cancer (26.5% Latinas) showed that finding benefits in the face of cancer (e.g.,
appreciation of life, closer to family) was positively associated with optimistic trait,
positive reframing and taking part of religious activities (Urcuyo, Boyers, Carver, &
Antoni, 2005), whereas emotional distress (e.g., depression) was inversely associated
with finding benefits from cancer.
Latinas with Breast Cancer and Depression
In addition to dealing with cancer, research has shown that Latinos are at high
risk for psychological distress (e.g., depression) due to systematic, structural, and
6

cultural barriers (as previously addressed above) (Carlson & Bultz, 2003; Dwight‐
Johnson, et al., 2005; Intercultural Cancer Council, 2006; McGuire & Miranda, 2008;
Young, 2001). The prevalence of depression is higher in cancer patients than the
general population, and historically, is higher among women (Massie, 2004). A study
that looked at depression among low‐income Latinas with breast cancer found that the
prevalence of depression among this study population (N=55) was 37% (Dwight‐
Johnson, et al., 2005). A study of Mexican women with breast cancer (N=255) reported
a 14.2% prevalence rate of depression (Morales‐Chavez, Robles‐Garcia, Jimenez‐Perez,
& Morales‐Romero, 2007). Ell and colleagues (2005) reported a much higher depression
prevalence rate (65%) in a study of low‐income women in which 79% of the population
were Latinas and about half were breast cancer patients. Another California study
found that non‐Hispanic women diagnosed with breast cancer had a higher prevalence
rate of depression (48%) 18 months after treatment compared to Latinas (38%)
(Christie, et al., 2010). The author of this study did acknowledge that findings differed
from previous studies with Latinas as more non‐Hispanic women were not living with a
spouse/partner compared to Latinas, a factor that was significantly associated with
increased likelihood of depression. The difference in prevalence among Latinas may be
due to variations in how depression is measured and defined (Massie, 2004).
Nonetheless, the prevalence of depression among Latinas with breast cancer is higher
than in the general Latino population (10.8%) (Alegria, et al., 2008b).
Untreated depression leads to increased suffering and mortality (Massie, 2004;
Satin, Linden, & Phillips, 2009). A meta‐analysis reported depression to be associated
7

with a 27% increased risk of cancer death (Hamer, Chida, & Molloy, 2009). Another
meta‐analysis showed similar findings after adjusting for known clinical prognostic
variables, specifically a 25% higher mortality rate among women with depression (RR
unadjusted 1.39; 95% CI (1.10‐1.89) (Satin, et al., 2009). Although this study did not
adjust for known clinical prognostic factors (e.g., age and stage) because of missing data
for individual studies, the authors did not find any evidence indicating a diminished
effect size after adjustment. In a systematic review by Massie and colleagues (2004),
breast cancer patients with elevated depressive symptoms, with or without a
physiological diagnosis from a medical professional, experienced increased physical
symptoms and impaired functioning. Finally, depression was associated with poor
treatment adherence (Dwight‐Johnson, et al., 2005; Massie, 2004).
Justification for the Study
Both current literature and recent medical reports emphasize the need to
develop mental health services for Latinas with breast cancer. The Institute of Medicine
(IOM) (2008) strongly recognizes the need for psychosocial care for cancer patients. In
its report entitled, “Cancer Care for the Whole Patient: Meeting Psychosocial Health
Needs,” the IOM offers a model for effective delivery of psychosocial services that starts
with effective patient‐provider communication, followed by identification of
psychosocial needs, development of an intervention plan, and then follow‐up and re‐
evaluation. Despite these recommendations, few institutions and centers of cancer care
follow these guidelines because of a variety of structural and systematic barriers
(Jacobsen, 2009).
8

The literature also describes the negative health consequence of depression
among Latinas; however, no study to date has explored potential risk factors associated
with depression by Latinas’ region of origin. Identification of risk factors and
contextualizing Latinas’ perceptions of risk factors of depression is necessary to develop
culturally and linguistically appropriate mental health interventions and programs. Data
gathered from this study may heighten the awareness for increased mental health
services for Latinas and inform the promotion of screening and treatment for
depression in oncology practice. Furthermore, findings from this study may increase
understanding of depression in this population and contribute to the scientific
literature. Finally, all participants of this study are Latina women, many with limited or
no access to health care and/or low socioeconomic status. Thus, findings can inform the
promotion of healthy practices for people living in resource poor settings, the
implementation of prevention measures, and the development of sound public health
policies, which in turn, can reduce morbidity and mortality in Latinas.
Research Questions
This study sought to answer three overarching research questions as outlined
below.
Overall Research Aim: To examine potential risk factors for depression in Latinas
diagnosed with breast cancer within the last five years.
1. What are the potential psychosocial, cultural and cancer prognostic/treatment‐
related risk factors of depression, as measured by the Patient Health

9

Questionnaire‐9 (PHQ‐9), in Latina breast cancer survivors living in West Central
Florida?
2.

(A sub‐analysis of research question #1): Do psychosocial, cultural and cancer
prognostic/treatment‐related risk factors of depression identified from research
question 1 differ by region of origin (South and Central America, Spanish‐
speaking Caribbean) in Latina breast cancer survivors living in West Central
Florida?

3. What are the perceived psychosocial, cultural, and cancer
prognostic/treatment‐related risk factors of depression among Latina
breast cancer survivors by region of origin?
Manuscripts
This study includes two manuscripts written for journal submission. Manuscript
1 reports the findings from the first research question and the sub‐group analysis from
research question 2. Manuscript 2 reports the findings from the third research
question. Below is an overview diagram of the research design and the manuscripts
(see Figure 1‐1). Additional manuscripts are planned after the submission of this
dissertation (see Section IV).
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Sample

Latina Breast Cancer Survivors (N=68)
(West Central Florida)

Design: Parallel Mixed‐Methods

Study Design and Data
Collection

Research objectives
that will be reported

Manuscripts

Telephone researcher‐adminstered
questionaire and semi‐structured interview

Data from quantiative design

Data from qualitative design

Research question 1 and 2

Research question 3

Manuscript 1

Manuscript 2

Figure 1-1. Overview of the research design and the proposed manuscripts
Overview of Research Design
In brief, this study examined the research questions using a theory‐driven
parallel mixed‐methods design (quantitative and qualitative data collection methods
conducted simultaneously – see Table 1‐1). The use of mixed methods offers
advantages to single‐method approaches given that mixing methods allows for the
advantages of one method to compensate for the disadvantages of another (Tashakkori,
1998). There are several purposes for mixed methods research, including triangulation
(i.e., seeking convergence), complementarity (i.e., seeking elaboration), initiation (i.e.,
exploration), development (i.e., one method informs the other), expansion (i.e., greater
11

depth of investigation), and enhancement of significant findings (i.e., exploring findings)
(Greene, Caracelli, & Graham, 1989; Johnson & Onwuegbuzie, 2004). This study
employed mixed methods to achieve expansion, initiation, and triangulation. The
qualitative phase served to inform and provide context to findings from the quantitative
phase.
Table 1-1. Matrix of Research Questions and Data Collection Method
Research Questions
Data Collection Method
1. What are the potential psychosocial, cultural and cancer Telephone researcher‐
prognostic/treatment‐related risk factors of depression, administered
as measured by the Patient Health Questionnaire‐9
questionnaire (15‐25
(PHQ‐9), in Latina breast cancer survivors living in West
minutes)
Central Florida?
2. Do psychosocial, cultural and cancer

prognostic/treatment‐related risk factors of depression
identified in research question 1 differ by region of
origin (South and Central America, Spanish‐speaking
Caribbean) in Latina breast cancer survivors living in
West Central Florida?
3. What are the perceived psychosocial, cultural, and

cancer prognostic/treatment‐related risk factors of
depression among Latina breast cancer survivors living
in West Central Florida by region of origin?

Semi‐structured
telephone interview
(20‐30 minutes)

The study initially aimed to recruit 90 Latinas meeting study eligibility criteria.
However, due to recruitment and feasibility issues common with working with the
Latino population, 68 women were recruited to be included in data analysis. A sample
size of 90 was estimated to provide 90% power to detect a small‐medium effect size of
0.15, at the two‐sided 0.05, significance level. Even a sample size of 68 participants at
the two‐sided 0.05 significant level can still provide 80% power to detect the desired
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effect size. This sample size was derived through the G*Power 3 statistical power
analysis program and takes into consideration the proposed predictors and interaction
variables (Faul, Erdfelder, Lang, & Buchner, 2007)
Women were considered eligible if: (1) they were 18 years of age or older; (2)
they were diagnosed with breast cancer within five years, but no less than 3 months to
exclude women with adjustment disorder (Dwight‐Johnson, et al., 2005); (3) they had
not had a cancer recurrence; and (4) their cancer was not considered to be at an
advanced or terminal stage. The diagnosis time frame was chosen because five‐year
survival is the general standard upon which most professionals base a patient’s
prognosis and the effectiveness of treatments. Also the risk of cancer recurrence
decreases after the five‐year mark; thus, women may have heightened stress over the
threat of recurrence.
Recruitment occurred through trusted outreach workers, social workers, health‐
provider staff and other community workers in West Central Florida. Specific counties
selected for recruitment and data collection included Hillsborough, Osceola, Orange,
Pinellas, Pasco, and Polk because of the population density of Latinos residing in these
areas (greater than national average, 17% or greater) or because they border counties
with high proportions of Latino residents (Table 1‐2 and Figure 1‐2). The Tampa Bay
Metro Area and the Orlando‐Kissimmee Metro Area mainly comprise West Central
Florida. These areas, in descending order of representation, include Latinos origins from
Puerto Rico, Mexico, Cuba, Colombians and others (U.S. Census Bureau, 2010).
Participants were recruited from Latino cancer support group organizations (LUNA, INC,
13

El Arco Iris de Hispanic Health Iniative, Creando Conciencia Por Reina (CCPR or Creating
Conscious by Reina in English)) and other public places not limited to health fairs, health
outreach events and Spanish places of business. Potential participants were provided
with a recruitment flyer with contact information. Interested potential participants
called the contact number and spoke to an IRB approved research staff to: (1) get
specific information about the purpose of this study and if still interested, (2) answer
questions to confirm eligibility, and (3) schedule a time to go over the verbal informed
consent and schedule interview time, if the participant was eligible.
Table 1‐2. Hispanic Population in West Central Florida (U.S. Census, 2010)
Total
Total Hispanic population
population
N
N
%
United States 308,745,538 50,477,594
16.3
Florida
18,801,310 4,223,806
22.5
Country
Hernando
190,778
17,796
10.3
Hillsborough*
1,229,226
306,635
24.9
Manatee
322,833
47,955
14.9
Orange*
1,145,956
308,244
26.9
Osceola*
268,685
122,146
45.5
Pasco*
464,697
54,536
11.7
Pinellas*
916,542
73,241
8
Polk*
602,095
106,532
17.7
Note. *Counties included in research.
Bolded numbers are counties with representation greater than the national averages
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Figure 1‐2. Map of Counties in West Central Florida (Florida Enterprise, 2011)
Theoretical Framework
The purpose of theory in public health is to guide research, practice, program
planning and evaluation. Theory also provides a systematic view of existing or emerging
knowledge to explain or predict health outcomes (Glanz, Rimer, & Viswanath, 2008, pp.
26‐27). In research, theory also guides the identification of processes, interrelated
concepts, and measures to consider (Van Ryn & Heaney, 1992). Thus, selecting an
appropriate theory was necessary to implement this research study.
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Criteria for selecting the theoretical framework
The selection of a theory for this study resulted from systematic evaluation and
critique of relevant theories. Several authors have offered criteria for evaluating theory
such as Marriner‐Tomey (1989), Tzeng and Jackson (1991), and Glanz and colleagues
(2008). Using one set of criteria or a combination of these criteria has been described as
appropriate for theory selection in research (Glanz, et al., 2008). For this study,
combinations of criteria were used to arrive at the guiding theoretical framework.
In a broad sense, this study’s research questions attempted to identify potential
risk factors of depression among Latina breast cancer survivors and to contextualize the
perceived risk factors. Literature and the practical experience acquired through working
with Latinas with breast cancer through LUNA, Inc. (Latinos Unidos por un Nuevo
Amanecer) have helped to solidify the notion that Latinas are a vulnerable population
(American Cancer Society, 2012; Ashing‐Giwa, et al., 2004). In addition to dealing with
cancer, Latinas face a myriad of barriers for achieving optimal health such as lack of
social support services, cultural barriers (e.g., health beliefs, fatalism, not endorsing a
mental illness), acculturation stress, language barriers, and access to health care
(Ashing‐Giwa, et al., 2004; Howe, et al., 2006; Itano, 2005). These factors add to the
burden of disease and may contribute to depression (Alegria, et al., 2008a; Alegria, et
al., 2008b; Alegria, et al., 2007; Dwight‐Johnson, et al., 2005). Cancer‐related factors
such as treatment type also have been implicated as predictors of depression (Massie,
2004). Also, based on the literature and as discussed above, cognitive attributes (e.g.,
emotional expression, appraisal style, and internal coping) affect the incidence of
16

depression among cancer patients (Lazarus & Folkman, 1984; Quartana, Laubmeier, &
Zakowski, 2006).
This brief overview of potential risk factors of depression demonstrates that a
narrow or a strictly individual level theory alone would not capture the scope of risk
factors surrounding Latinas with breast cancer. This study calls for a theory that is
comprised of a multi‐level approach to capture the complex underpinnings of a
depression outcome among Latinas (e.g., individual, interpersonal social networks, and
environmental and societal risk factors). More specifically it is necessary to use a broad
and a narrow theory as supported by Marriner‐Tomey (1989) who cites Stevens, “that
both broad and narrow scopes are necessary and that their complexity or simplicity
should be determined by the complexity of the subjective matter” (p. 6). Therefore, this
study used one overarching theoretical model to guide this research, The Ecological
Model for Health Promotion (broad theory), and the Cognitive Stress Theory (narrow
theory) to guide the selection of psychosocial constructs at the individual level. This
research study also built upon the work of Martinez Tyson (Martinez Tyson, 2008) who
used the biopsychosocial model and social support theory to examine stress and social
support among immigrant Latina breast cancer survivors in West Central Florida.
Ecological Model for Health Promotion
The ecological framework has been used in the field of health disparities to guide
research and interventions (Ashing‐Giwa, Tejero, Kim, Padilla, & Hellemann, 2007;
Horowitz & Lawlor, 2008; IOM, 2003; IOM, 2003; NCI, 2005). The ecological framework
stems from general system theory and from the work of Bronfenbrener (1979) in which
17

individuals interact and develop within many nested ecosystems (White & Klein, 2008).
Within the context of this research study, the ecological framework supports that
psychosocial, cultural, and cancer/treatment related factors shape the mental well‐
being of a Latina breast cancer survivor.
In public health research, an attractive model to explain complex interactions
among the various individual and socio‐cultural environments for promoting health
behaviors is McLeroy and colleagues’ Ecological Model for Health Promotion (1988) (or
Social Ecology Theory –Table 3). Figure 4 graphically demonstrates the ecological levels
with the potential risk factors of interest for this study. The purpose of the ecological
model of health behavior is “to inform the development of comprehensive interventions
[and research] approaches that can systematically target mechanisms for change at
several levels of influence” (Glanz, et al., 2008, p. 466). The four core principles of
ecological models of health behaviors ((Glanz, et al., 2008) include: (1) there are
multiple influences on specific health behaviors, including factors at the intrapersonal,
interpersonal, organizational, community, and public policy level; (2) influences on
behaviors interact across these different levels; (3) ecological models should be
behavior‐specific, indentifying the most relevant potential influences at each level, and;
(4) multi‐level interventions should be most effective in changing behavior. This study
used the ecological framework to guide the selection of environmental variables within
each level of the ecological model to consider as possible antecedents of depression.
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Table 1‐3. Ecological Model for Health Promotion: Level of Influence (McLeroy, et al.,
1988)
Levels of Influence

Definition

Intrapersonal Level

Individual characteristics that influence behavior (e.g., coping and
appraisal)
Interpersonal processes and primary groups that provide social
identity, support, and role definition (e.g., social support groups
and family members)

Interpersonal Level

Community Level
Institution Rules, regulations, policies, and informal structures (e.g., number
of Spanish‐speaking mental health professionals)
Community Factors Social networks and norms, or standards
Public Policy Local, state, and federal policies and laws

Community Level
Risk factors ‐ Access to
mental health care, place
of residence (county)
Interpersonal Level
Risk factors ‐ social suppot
and access to social
networks
Intrapersonal Level
Risk factors ‐socioeconomic/demographic,
cognitive attributes, cultural,
cancer/treatment ‐related

Figure 1‐3. McLeroy and Colleagues’ Ecological Model for Health Promotion (1988) and
Potential Risk Factors

Application to the Identification of Risk Factors of Depression
No ecological approaches to identify risk factors for depression among Latina
cancer survivors were found in earlier studies. However, there are studies that have
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looked at related constructs such as quality of life through an ecological perspective
(Ashing‐Giwa, et al., 2007) or have proposed an ecological framework to implement
depression care for Latinas (Dwight‐Johnson, et al., 2005; Ell, et al., 2005). The most
relevant study to the application of the ecological framework is Ashing‐Giwa and
colleagues’ (2007) work to identify predictors of health‐related quality of life (HRQOL) in
a multi‐ethnic group of breast cancer survivors. The ecological framework was
combined with a narrow conceptual model specific to HRQOL, literature review, and
formative research to guide the section of predictors. Multivariate regression analyses
were then employed to examine predictors by ethnicity. Similar steps were taken for
the current research study.
Challenges to the Ecological Model
The breadth of the ecological framework is appealing to address health
disparities; mainly because it considers the multifaceted influences on a health
outcome. However, this approach can create methodological challenges, especially in
trying to operationalize broad constructs. To date there has been limited support,
although emerging, in linking the various levels to health outcomes (Colditz, Emmons,
Vishwanath, & Kerner, 2008). Thus, researchers are challenged to critically evaluate
specific factors for each level of influence, and identify how each of the factors interact
within the different levels (Glanz, et al., 2008).
Another methodological challenge is empirical measurement. Often researchers
are trained to measure factors in a controlled environment, but this is difficult to attain
as the outer rings of the multi‐level ecology model are approached (Glanz, et al., 2008).
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On a positive note, there has been advancement in statistical applications such as
Hierarchical Linear Modeling (HLM), linear mixed models, or other multivariate
statistical models to control for variations because of the growing attraction to
ecological frameworks.
Logistical challenges, such as time and funding, pose another challenge (Glanz, et
al., 2008). Compared to only looking at research measures at one level of the ecological
model, data collection to address multiple levels is often time‐consuming and resource
depleting. Because of pressures of funding agencies and academic institutions,
researchers may choose to focus on one ring of the ecological model or use proxies to
estimate the influence of the outer rings. Improving infrastructure (policy and funding)
would alleviate some of these logistical barriers and help to provide a more holistic
approach to research using the ecological model.
Despite the various challenges discussed, there is a growing recognition that a
multi‐level framework is the most logical way to address health disparities (Colditz, et
al., 2008; Horowitz & Lawlor, 2008; NCI,2005). More importantly, this level of approach
is necessary to translate research into practice and to increase understanding of the
multiple variables affecting Latinas with breast cancer in the community (Warnecke, et
al., 2008).
Cognitive Stress Theory
To hone in on individual risk factors of depression that cannot be explained by
the ecological model alone, a cognitive theory was selected. As previously discussed,
not all Latina breast cancer survivors have depression despite structural barriers faced
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on a day‐to‐day basis. Cognitive aspects such as appraisal and internal coping style may
play a role in the emergence of depression or may serve as a protective factor against
depression (Folkman & Greer, 2000).
The Cognitive Stress Theory, also known as the Cognitive Theory of Psychological
Stress and Coping or the Transaction Model of Stress and Coping, is a useful theory to
guide researchers in identifying individual traits in depression with cancer survivors
(Carver, et al., 1993; Deshler, et al., 2006). Specific research studies have demonstrated
the usefulness of this theory to identify predictors of distress in order to implement
early mental health interventions (Foster & McLellan, 2000). Nijboer and colleagues
(1999) have applied this theory on an interpersonal level and demonstrated that the
cancer survivors’ mental state affects the mental state of family caregivers. Deshler and
colleagues (2006) demonstrated that social support as postulated by the Cognitive
Stress Theory was able to mediate distress and lead to lower anxiety levels and higher
satisfaction with the care received.
The Cognitive Stress Theory provides a simplistic view on the process by which
the antecedent variables (person and environment) and moderating variables (appraisal
and coping) affect the outcome variables (depression or no depression). This theory
shares similar assumptions as the ecological model in that it views the interaction
between the individual and his or her environment as a dynamic, mutually reciprocal,
bidirectional relationship (Folkman, Lazarus, Gruen, & DeLongis, 1986; Lazarus &
Folkman, 1984). A weakness of this theory is its lack of specificity on the type of
environmental variables to consider as antecedents. However, the bidirectional
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relationship between the environment and individual makes this theory versatile and
useful in conjunction with a multi‐level theory, such as the ecological model to guide the
selection of environmental variables that may affect an individual’s mental wellbeing.
Lazarus and Folkman (1986) define stress as “a relationship between the person
and the environment that is appraised by the person as taxing or exceeding his or her
resources, and as endangering wellbeing.” Two major processes, cognitive appraisal
(how a person evaluates environment to his or her personal well‐being) and coping (a
person’s cognitive and behavioral efforts to manage the internal and external demands
on the person‐environment relationship that is appraised as stressful), are identified as
critical mediators of stress and their immediate and long‐term outcomes. Appraisal is
viewed as a harm or loss (where some damage to the person has already been
sustained), threat (anticipated harms or losses that have not yet taken place and calls
for coping efforts), and challenge (potential for gain or growth, characterized by
pleasurable emotions such as excitement and calls for coping efforts) (Lazarus &
Folkman, 1984). Cognitive appraisal is divided into primary and secondary appraisal,
whereby, primary appraisal evaluates the meaning and significance to well‐being (is
there a threat or benefit?) and secondary appraisal evaluates what, if anything, can be
done about the event and what is at stake (what can be done to prevent or improve the
treat or benefit?). Coping is viewed as emotional‐focused (efforts to regulate emotions)
or problem‐focused (actions taken to resolve the problem) (Lazarus & Folkman, 1984).
The original model was later revised by Folkman and Greer (2000) to include
positive psychological states (Figures 1‐4 and 1‐5) . These positive psychological states
23

involve three pathways: (1) a meaning‐based process to cope with distress (reappraisal
of the stressor based on values and beliefs, goal revision and problem‐solving providing
a sense of purpose and control, existential meaning by activating spiritual beliefs and
experiences); (2) additional coping based on the resultant distress not the stressors
leading to the distress; and (3) one that leads from a positive outcome back to appraisal
and coping to sustain renewed emotional and problem‐focused coping efforts.
The guiding theory to identify cognitive variables for this study was based on the
revised model outlined by Folkman and Greer (2000) as it considers cultural beliefs. The
revised theory specifically considers factors that are deeply rooted in the Latino culture
and belief system such as familism (strong connections to immediate and extended
family) and spirituality (prayer, belief in a higher power) (Ashing‐Giwa, Padilla,
Bohorquez, Tejero, & Garcia, 2006a; Larkey, Hecht, Miller, & Alatorre, 2001; Martinez
Tyson, 2008).

Figure 1‐4. Original Cognitive Stress Theory (Folkman & Greer, 2000)
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Areas of the
model where
cultural factors
were considered

Figure 1‐5. Revised Cognitive Stress Theory (Folkman & Greer, 2000)

Application of the Cognitive Stress Theory in this Study
According to the Cognitive Stress Theory, the Latina breast cancer survivor has a
bidirectional relationship with her environment, which shapes her response to cancer‐
related stressors. For example, a survivor’s environment such as lifestyle factors or no
access to screening services may have been a health determinate leading to a late‐stage
breast cancer diagnosis (Environment  Person). Likewise, this survivor may decide to
make changes in her environment (join support groups, seek resources to pay for
treatment) to increase her survival rate (Person  Environment).
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The next level of the theory considers how a cancer event will be appraised and
how a survivor copes with cancer. A cancer event may be appraised as a threat, a harm,
a challenge (e.g., I can overcome my cancer) or perceived as benign/irrelevant in which
no action would be taken. An event appraised as a threat or causing harm will then
require coping either to regulate stress (emotional coping such as prayer, positive
thinking or cognitive avoidance) or manage the problem (problem‐focused coping such
as joining support groups, information seeking).
The final layer of this theory considers the type of mental health outcome
(severity of depression) that would result from the survivor’s environment, appraisal,
and coping styles. Specifically the coping process can lead to a favorable resolution
resulting in no depression or it can lead to unfavorable resolution or no resolution
resulting in distress (depression) and additional coping/appraisal. Coping moderators
such as spiritual beliefs and positive reappraisal can interject the pathway leading to
distress or the pathway stemming from the distress itself (depression), and redirect the
pathway to a positive mental health outcome (no depression). The final mental health
outcome (depression or no depression) then leads back to the appraisal and coping
pathway to either sustain coping efforts or reengage in coping efforts.
Other Supportive Theoretical Frameworks
This study also builds on Dr. Martinez Tyson’s dissertation with Latina breast
cancer survivors in West Central Florida (Martinez Tyson, 2008). Dr. Martinez Tyson’s
study draws on the Critical Biocultural Anthropology theoretical framework, and two
social support theories (Berkman and Glass’ Social Support Theory and the Stress
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Buffering Model for Social Support) to understand social support among immigrant
Latina breast cancer survivors under an ecological perspective. The Critical Biocultural
Anthropology posits that individuals interact and adapt within biological, physical, and
social environments (Leatherman, 1996). Berkman and Glass’ social support theory, on
the other hand, posits that social networks influence health outcomes (Berkman, Glass,
Brissette, & Seeman, 2000). The Stress Buffering Model of Social Support posits that
even when an individual is faced with an extremely stressful event, having individuals
who can provide a person with support can help reduce the intensity of the stress
response and facilitate coping over the long term (Lehto‐Jarnstedt, Ojaned, &
Kellokumpu‐Lehtinen, 2004). The conceptual model for Dr. Martinez Tyson’s
dissertation as related to this study underlies the premises that cultural factors (beliefs
and expectations, time in the US, English Proficiency), access to social support networks
and access to mental health care impact the cancer survivor’s experience. This study
applied these constructs as it relates to depression.
Summary of terms
The following terms have been defined throughout this section; however, the
information below provides a clear view of terms that are used throughout this
dissertation.
1. Hispanic/Latino ‐ The term Latino was used to refer to Hispanics and Latinos with
origins from South America, Spanish‐speaking Caribbean countries (Puerto Rico, Cuba,
Dominican Republic), and Spain throughout this manuscript.
2. Latina – The term Latina was a term to refer to a woman of Hispanic/Latino origin.
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3. Breast cancer survivor – A women diagnosed with breast cancer, current or in the past,
who is still living.
4. Appraisal – Is how a person evaluates the environment to his or her personal well‐
being. It can be viewed as a harm or loss, threat, or a challenge.
5. Coping – Is a person’s cognitive and behavioral efforts to manage the internal and
external demands on the person‐environment relationship that is appraised as stressful.
Coping is viewed as emotional‐focused (efforts to regulate emotions) or problem‐
focused (actions taken to resolve the problem).
6. Harm or loss – Is where some damage to the person has already been sustained.
7. Threat ‐ Anticipated harms or losses that have not yet taken place and calls for coping
efforts.
8. Challenge ‐ Potential for gain or growth, characterized by pleasurable emotions such as
excitement and calls for coping efforts.

Organization of the dissertation: Manuscript format
This manuscript is presented in four sections with several appendices to meet
requirements of the dissertation manuscript format. Section 1 lays out the study
purpose, study justification, background and significance, research questions, and
guiding framework as presented above. Sections 2 and 3 include manuscripts 1 and 2.
These manuscripts detail how the study was developed, pilot tested, and conducted to
address each research question. Also included in Sections 2 and 3 are a description of
the constructs that were measured and operationalized, independent variables and the
dependent variable considered in data analysis, a description of the measurement
instruments and the interview guide that was tailored to this population of study.
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Section 4 presents study’s conclusions and recommendation. The appendices of this
manuscript provide supportive literature about the target population, study timeline,
additional information about the recruiting sites, data collection instruments, informed
consent form, and the recruitment flyer.
Conclusions
In summary, there is a need to address psychosocial issues with Latina cancer
survivors. Between 33% to 45% of the expected 14,200 new cases of breast cancer
among Latinas will experience depression at one point during their survivorship (ACS,
2009; Carlson & Bultz, 2003; Dwight‐Johnson, et al., 2005). Considering that depression
increases the cancer mortality rate by 25% to 27% and its co‐occurrence is often missed
by health professionals, the need for public health efforts to prevent premature death is
obvious (Hamer, et al., 2009; Satin, et al., 2009).
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Section II
Manuscript 1: A study of potential risk factors of depression among Latinas diagnosed
with breast cancer within 5‐years of survivorship
Target Journal: Cancer Nursing (impact factor: 2.065)
Secondary Journals: Journal of Clinical Oncology (impact factor: 17.793) or Journal of
Psychosocial Oncology (impact factor: 0.93)

Background
Women with breast cancer commonly suffer from depression (Cohen & Carlson,
2005). The negative consequences of psychological effects on survivorship are
undisputed. Research shows that distress (anxiety, depression, and/or emotional
adjustment) in cancer survivors is associated with reduced treatment adherence and
higher mortality rates (Dwight‐Johnson, et al., 2005; Satin, et al., 2009). Most recent
research found a 25% to 27% increase in mortality rates (Hamer, et al., 2009; Satin, et
al., 2009). The negative consequences of depression are considerably higher in Latinas
(Eversley, et al., 2005; Massie, 2004; McGuire & Miranda, 2008). Despite the
significance of this health concern, depression is often under‐recognized, undertreated,
and understudied in ethnic minorities (Carlson & Bultz, 2003; Cohen & Carlson, 2005;
Jacobsen, 2009).
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Hispanic/Latinos are the fastest growing minority group in the U.S. and by 2050
Latinos are expected to comprise 29% of the U.S. population (Passel & Cohn, 2008). In
2010, Latinos represented 16.4% of the U.S. population (U.S. Census, 2010). In the
Latino population an estimated 14,200 new cases of breast cancer and 2,200 deaths in
the U.S. among Latinas are expected for 2009 (American Cancer Society [ACS], 2009).
Depression affects between 33% to 45% of cancer survivors (Carlson & Bultz, 2003;
Dwight‐Johnson, et al., 2005). This prevalence of depression is higher than in the
general Latino population (10.8%) (Alegria, et al., 2008b), and is historically higher in
women (Massie, 2004).
Both pathobiological pathways and psychosocial determinates of depression
have been implicated (Massie, 2004; Selye, 1956). Disease‐specific and treatment‐
related factors (e.g., treatment type) are thought to have the greatest influence on the
incidence and severity of depression (Massie, 2004; Pozo, et al., 1992). Whereas a study
with low‐income women with breast and gynecological cancer found that cancer stage,
cancer treatment, and selected demographic variables (e.g., ethnicity, health insurance)
were not significantly correlated with depression (Ell, et al., 2005), it did find that cancer
site (breast cancer), age, pain level, and comorbidities were significantly associated with
depression. Thus, it suggests the need for a closer investigation of depression risk
factors in women diagnosed with breast cancer (Ell, et al., 2005). In another study
comprised of 63% Hispanics living in California, presence of comorbidities and partner
status were significantly associated with depression among women diagnosed with
breast cancer within 1.5 years of treatment (Christie, et al., 2010). Women also
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experienced depression and anxiety because of uncertainty (of treatment, cancer, or
future), issues such as body image and sexuality, cancer recurrence, and the impact on
their families (Ashing‐Giwa, 2004; Badger, et al., 2007; Fann, et al., 2008; Intercultural
Cancer Council, 2006). Evidence from the National Latino and Asian American Study, a
non‐breast cancer specific study, demonstrated that depression symptoms also vary by
region of origin (Alegria, et al., 2007). Specifically, the odds of having depressive
disorders was highest among Puerto Ricans women compared to Cubans (OR = 0.75,
95%CI [0.47,1.18]), Mexicans (OR = 0.69, 95%CI [0.48, 0.99]) or other Latinos (OR = 0.70,
95%CI [0.49,1.01]). Inadequate psychosocial care and information also may be risk
factors of depression (Ashing‐Giwa, et al., 2004; Carlson & Bultz, 2003; Janz, et al.,
2008).
Adding to the burden of disease are systematic and structural barriers.
Significantly more barriers to cancer care have been found in low‐income women (75%
Latina) showing depression symptoms (e.g., lack of understanding treatment
recommendations, worries related to treatment, inability to access prescriptions, and
economic factors) (Ell, et al., 2005). Some of the unique barriers among Latinos include:
lack of Spanish‐speaking mental health providers, limited English proficiency and
patient‐provider miscommunication (e.g., differences in describing and endorsing
depression) (Alegria, et al., 2008b). Other unique barriers include acculturation factors
(e.g., unfamiliarity with U.S. norms and health system, social isolation), cultural factors
(e.g., beliefs and attitude toward illness, centrality to family), higher rates of poverty,
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being underinsured or uninsured, and completing less years of formal education (Redes
En Acción, 2004).
In summary, research shows that Latinos are at high risk for psychological
distress (e.g., depression) due to systematic, structural, and cultural barriers in addition
to dealing with cancer and their likelihood of more advanced cancers (Carlson & Bultz,
2003; Dwight‐Johnson, et al., 2005; Ell, et al., 2005; Intercultural Cancer Council, 2006;
McGuire & Miranda, 2008; Young, 2001). However, these studies provide a limited
understanding of the specific socio‐cultural and individual risk factors of depression,
specifically in Latina breast cancer survivors as a group or by region of origin. It is
evident that these gaps in knowledge require a holistic approach to examine the
complex underpinnings of depression in Latinas, thereby improving early recognition of
depression and informing prevention efforts. Thus, the purpose of this paper is to
present findings of potential risk factors of depression among Latina cancer survivors
through an ecological perspective. This study also presents findings by Latinos’ region of
origin to examine within Latino group differences. Presenting data by region of origin
provides a greater understanding of health disparities within the Latino population
(Howe, et al., 2006; Millard, et al., 2009).
Methods
Research Aim and Specific Objectives
The overarching research aim of this study was to identify potential risk factors
of depression in Latinas diagnosed with breast cancer within the last five years. The
primary objective was to identify the potential psychosocial, cultural and cancer
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prognostic/treatment‐related risk factors of depression. The secondary objective was to
examine whether psychosocial, cultural and cancer prognostic/treatment‐related risk
factors of depression, identified in the primary objective, differed by region of origin
(South and Central America, Spanish‐speaking Caribbean) in Latina breast cancer
survivors.
Research Design
The study used a theory‐driven, cross‐sectional, parallel mixed‐methods design
(quantitative and qualitative data collection methods conducted simultaneously). This
study design was chosen to achieve expansion, initiation, and triangulation in mixed‐
methods (Greene, et al., 1989; Johnson & Onwuegbuzie, 2004). This paper reports
findings from the quantitative design, a cross‐sectional researcher‐administered
questionnaire.
Theoretical Framework
A combination of a narrow theory and a multi‐level, broad theory guided this
research to capture the complex underpinnings of a depression outcome among Latinas
(e.g., intrapersonal, interpersonal, social networks, environmental and societal risk
factors). Specifically, one overarching theoretical model, the Ecological Model for
Health Promotion, guided this study and the Cognitive Stress Theory (narrow theory)
was used to identify individual level, psychosocial constructs. This research study also
used selected research constructs based on the work of Martinez Tyson (2008).
Constructs from this previous work were based on the Critical Biocultural Anthropology
theoretical framework (Leatherman, 1996), and two social support theories (Berkman
42

and Glass’ (2000) Social Support Theory and Stress Buffering Model for Social Support
(Lehto‐Jarnstedt, et al., 2004)) to understand social support among immigrant Latina
breast cancer survivors using an ecological perspective.
The ecological framework is widely used in the field of health disparities to guide
research and interventions (Ashing‐Giwa, et al., 2007; Horowitz & Lawlor, 2008; IOM,
2003; IOM, 2003; NCI, 2005). In public health research, an attractive model to explain
complex interactions among the various individual and socio‐cultural environments for
promoting health behaviors is McLeroy and colleagues’ Ecological Model for Health
Promotion (1988). Figure 2‐1 graphically demonstrates the ecological levels with the
potential risk factors of interest for this study. This model captures the four core
principles of an ecological model of health behaviors (Glanz, et al., 2008) which are: (1)
there are multiple influences on specific health behaviors, including factors at the
intrapersonal, interpersonal, organizational, community, and public policy level; (2)
influences on behaviors interact across these different levels; (3) ecological models
should be behavior‐specific, identifying the most relevant potential influences at each
level, and; (4) multi‐level interventions should be most effective in changing behavior.
[Insert Figure 2‐1]
Earlier studies report no ecological approaches for identifying risk factors of
depression among Latina cancer survivors. However, there are studies that have looked
at related constructs such as quality of life through an ecological perspective (Ashing‐
Giwa, et al., 2007) or have proposed an ecological framework to implement depression
care for Latinas (Dwight‐Johnson, et al., 2005; Ell, et al., 2005).
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The Cognitive Stress Theory was used to identify individual risk factors of
depression. This theory provides a concise view of the process by which the antecedent
variables (person and environment) and moderating variables (appraisal and coping)
affect the outcome variables (depression or no depression). The transactions between
the individual and their environment are seen as a dynamic, mutually reciprocal, and
bidirectional (Folkman, et al., 1986; Lazarus & Folkman, 1984). The original model was
later revised by Folkman and Greer (2000) to include positive psychological states
involving three pathways; specifically, (1) a meaning‐based process to cope with distress
(e.g., reappraisal of the stressor based on values and beliefs, goal revision and problem‐
solving providing a sense of purpose and control, existential meaning by activating
spiritual beliefs and experiences); (2) additional coping as a result of distress, not the
antecedent stressors leading to the distress; and (3) one that leads from a positive
outcome back to appraisal and coping to sustain renewed emotional and problem‐
focused coping efforts. The revised model was most suited for this research to capture
factors that are deeply rooted in the Latino culture and belief system such as familism
(strong connections to immediate and extended family), and spirituality (prayer, belief
in a higher power) (Ashing‐Giwa, et al., 2006a; Larkey, et al., 2001; Martinez Tyson,
2008).
Sample
The study recruited Latinas diagnosed with breast cancer (N=68) at least three
months post‐initial diagnosis (to exclude women with adjustment disorder) (Dwight‐
Johnson, et al., 2005) and up to five years from time of diagnosis (to include women
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who are at higher risk for recurrence). Participants were at least 18 years of age and
self‐identified as being of Latino decent with origins to South or Central America and
Spanish‐Speaking Caribbean. Women with an Eastern Cooperative Oncology Group
(ECOG) performance status of 4 or greater (indication of advanced/terminal stage of
disease) or who had a cancer recurrence were excluded. Although differences in the
prevalence of depression between women with early and advanced stage breast cancer
remains inconclusive, women at advanced stages experience a different set of risk
factors (Kissane, et al., 2004; Massie, 2004). Women with a cancer recurrence may also
experience a different set of risk factors that may bias the study outcome.
Recruitment
The sample was recruited through outreach workers, social workers, health‐
provider staff and other community workers in West Central Florida. Specific
recruitment efforts took place through local Latino cancer support group, health fairs,
health outreach events and Spanish places of business. Flyers with research contact
information were provided to potential participants. Interested potential participants
called and spoke to an IRB approved trained research member to get specific
information about the purpose of this study. If these potential participants were still
interested, they answered questions to confirm eligibility, and scheduled a time to go
over the verbal informed consent and an interview time, if eligible.
Purposive quota‐sampling and snowball‐sampling methods were employed to
ensure equal representation of Latino sub‐ethnicities, specifically, a block of equal
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proportion for both sub‐ethnicities (South and Central American and Spanish‐speaking
Caribbean).
Variables of interest
Several variables were considered as potential risk factors (independent
variables) of depression based on the theoretical framework for this research and past
research. Intrapersonal cognitive variables included coping and appraisal.
Socioeconomic and demographic variables included age, education, income and access
to health insurance. Cultural variables included acculturation (years in the US, English
proficiency), Latino’s region of origin (South and Central America and Spanish‐speaking
Caribbean countries), and nativity (U.S. born or non‐U.S. born). Cancer prognostic and
treatment related variables included receipt of hormone therapy, mastectomy, and time
from diagnosis. Interpersonal and Community level factors included marital status,
number of people living in the household, satisfaction of social support from family
members/peers and medical institution, access to Spanish‐speaking mental health
professionals and to mental health information in Spanish, and place of residence
(county).
[Insert table 2‐1]
Assessment of depression
The Patient Health Questionnaire‐9 (PHQ‐9) was selected to measure the
primary endpoint, likelihood of depression, in the main analysis. The PHQ‐9 has been
validated repeatedly in several populations (e.g., primary care, gynecology patients,
patients with breast cancer, low income Latinas), where increasing scores indicate a
46

greater risk or likelihood of depression (Lowe, Kroenke, Herzog, & Grafe, 2004). Other
scales of depression were not selected for this study because measures have not been
validated with Latino populations. Scales commonly used with a patients such as a the
Beck’s Depression Inventory or the Center for Epidemiologic Studies – Depression Scale,
do not provide cut‐off scores to distinguish both the likelihood of depression and its
severity (minor, moderate or severe depression). Other available instruments were not
feasible for this study (e.g., lengthy, require a Spanish‐speaking trained
psychologist/psychiatrist). Thus, the PHQ‐9 was selected.
This scale was derived directly from the Diagnostic and Statistical Manual Fourth
Edition (DSM‐IV), a nationally recognized structured interview to assess mental
disorders by practicing psychiatrists and psychologist, which provided initial evidence of
validity. This depression risk‐assessment measure asks potential participants to self‐
report symptoms of depression over the past two weeks. Item responses range from 0
(not at all) to 3 (nearly every day). Scores range from 0‐27 points, where increasing
scores indicate a greater risk of depression. Scores greater than or equal to 10 have a
sensitivity of 88% and a specificity of 88% for major depression (Kroenke, Spitzer, &
Williams, 2001). In the current study, participants who scored between 5 to 9 points
were designated as having mild/minor depression, 10 to 14 as moderate depression,
and scores over 15 points as severe depression. Those participants whose scores were
above 15 points or scored positively to the suicide ideation item on the PHQ‐9 were
linked to a mental health resource such as a Spanish‐speaking mental health counselor if
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the participant agreed, and were given a mental health resource guide specifying
accessibility to free or low cost services with Spanish‐speaking staff.
One of the concerns with the assessment of depression is the similarity of
symptoms to the cancer. Ciaramella and Poli (2001) demonstrated that the use of the
Endicott substitutive criteria in addition to the Structured Clinical Interview for DSM‐III‐R
(SCID – a nationally recognized clinical diagnostic tool for mental disorders) provided a
better estimation of depression among cancer patients by reducing the number of false
positives (possibly needing treatment for depression) from 49% to 28%. The
aforementioned authors reported that the prevalence rate with the Endicott criteria
was comparable to previously studies as supporting evidence of validity. According to
Endicott, somatic symptoms on the PHQ‐9 (change in weight or appetite, sleep
disturbance, loss of energy or fatigue, and difficulty in thinking or concentrating) should
be replaced with neurovegetative symptoms (or physical changes as a result of
depression). Specific neurovegetative symptoms include depressed appearance, social
withdrawal or decreased talkativeness, brooding (deep, ominous thoughts), self‐pity or
pessimism, and lack of reactivity in situations that would normally be pleasant.
Therefore, to improve the estimation of likelihood of depression, the Endicott
substitutive criteria replaced items on PHQ‐9 as indicated above. The same cut‐off
scores previously mentioned for scoring the PHQ‐9 scale were used to determined
likelihood of depression and its severity.
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Instruments
The following instruments were included or consulted in the development of the
research‐administered questionnaire.
Demographic and cancer‐prognostic/treatment questions
Self‐reported demographic questions and cancer‐prognostic/treatment
questions were derived from the work conducted by Martinez Tyson (2008) who
assessed stress and social support among immigrant Latinas breast cancer survivors in
West Central Florida. Questions from Dr. Martinez Tyson’s interview guide were tested
with a similar study sample and, thus, questions were applied to the current study to
address the research aim and objectives. Variables that were obtained through the
demographic questionnaire included age, ethnicity, marital status, educational
attainment, household income, employment status, health insurance status, cultural
factors (e.g., nativity, ethnicity, acculturation) and social support factors (e.g., attending
a support group and satisfaction with family/peer and medical institution support).
Disease information including stage of cancer as well as types of treatment received and
date of diagnosis were also collected.
Body Image Scale
The Body Image Scale is a 10‐item measure of cancer‐related body image
(Hopwood, Fletcher, Lee, & Al Ghazal, 2001). Items are scored using a four‐point Likert‐
type scale ranging from “not at all” to “very much.” Only 5‐items from this scale were
used for this study, as they are treatment or cancer specific. Reliability (Cronbach alpha
[α]) of the 4‐items were examined and compared to Hopwood et al. (2001) findings. A
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sum of all items was used to obtain a total score, with higher scores indicating more
dissatisfaction with body image. This scale was only available in English, but has been
previously translated into Spanish, back‐translated, piloted and administered with Latina
cancer survivors for a local cancer support group (Martinez Tyson, et al., 2009) and
showed high internal consistency (α = .91).
Brief COPE
The Brief COPE is a 28‐item instrument that assesses coping styles. The full COPE
battery was originally derived from the seminal work of Lazarus and Folkman (1984) and
Carver and Schiere’s Model of Behaviorial Self‐Regulation (Carver, 1997). The
instrument is composed of 14 scales (2‐items in each scale) of coping styles: self‐
distraction, active coping, denial, substance use, use of emotional support, use of
instrumental support, behavioral disengagement, venting, positive reframing, planning,
humor, acceptance, religion, and self‐blame. The four‐item Likert‐type scale response
options range from 0 (I did not do this at all) to 3 (I did this a lot). Higher scores indicate
more agreement to the specific scale. This instrument has been previously used with
breast cancer patients to predict distress (Carver, et al., 1993) and it has been translated
and tested with Latinos with comparable reliabilities to the English scale (Perczek,
Carver, Price, & Pozo‐Kaderman, 2000). The original validation of this scale took place
with victims of Hurricane Andrew in Homestead, Florida where 17% of the population
was Latino with varying socioeconomic status (Carver, 1997). A factor analysis from
Carver (1997) study demonstrated that items loaded into each factor with a value of
0.30 or greater and nine factors explained 74% of the variance in response items.
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Reliability analysis demonstrated Cronbach’s alpha values of 0.50 or greater for all the
scales (six scales were greater than 0.70).
Cognitive Appraisal of Health Scale (CAHS)
The Cognitive Appraisal of Health Scale is an assessment of an individual’s
cognitive appraisal of his and her health status and is based on the work of Lazarus and
Folkman (1984). Compared to other scales of cognitive appraisal, the CAHS is
considered the most comprehensive (Ahmad, 2005). The CAHS measures primary
appraisal threat, harm/loss, challenge, and benign/irrelevant. The 28‐item scale was
validated with breast cancer patients (Kessler, 1998). Factor analysis demonstrated that
the four scales for primary appraisal explained 58.8% of the total variance and scales
had reliability values greater than 0.70. This scale was later condensed to a 13‐item
instrument by Ahmad (2005) after confirmatory factor analysis with data from prostate
cancer patients demonstrated that the benign/irrelevant scale also loaded strongly into
the other scales. The gain in variance explained by the original instrument was not
much more than the revised scale. The revised instrument showed that the 13‐item
instrument was able to explain at least 55.48% of the variance and scales had reliability
values greater than 0.70. Thus to alleviate participant burden, the 13‐item was selected
for this study. All items are scored on a 5‐point Likert scale from (1 = Strongly Disagree,
2 = Disagree, 3 = Neither, 4 = Agree, 5 = Strongly Agree). Higher scores indicate more
agreement to the specific scale.
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Translation
Instruments and study related materials (CAHS, certain demographic questions,
informed consent form, recruitment flyer) that were not available in Spanish or tested
with Latinos were translated. The first author, who was bilingual, bicultural and versed
in research methods, led translation efforts using a modified version of the Brisling 7‐
step translation method (Lopez, Figueroa, Connor, & Maliski, 2008). The iterative
translation process allows for materials to be continually revised with each step of
translation and during pilot testing. Research materials were reviewed by a team
composed of the members of the oncology community, local health promotoras (lay
health educators), and academics to ensure language was well understood (e.g.,
jargon/colloquialism free) and written for a lay audience in English before translation.
The instruments and recruitment material were forward translated into Spanish and
language was simplified as needed to ensure cultural relevance. One member of the
translation verification team reviewed the forward translation to check the accuracy of
translation to the source document and to ensure Spanish language accounts for
regional variation in language and readability for a lay audience. Discrepancies were
discussed between the principal author and the team member and a third team
member was sought if at an impasse. Once translated material was agreed upon, the
translation verification team reviewed translated material and provided additional
suggestions. The author then incorporated suggestions from the team and revisited
English materials to ensure suggestions did not deviate from the intended meaning.
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Pilot testing
All final drafts of the research‐administered questionnaire were then pilot tested
with five Latina cancer survivors in the West Central Florida area; at least one woman
was included from each Latin region of origin. The researcher administering the
questionnaire took note of any words or phrases that were unclear to the participants
and asked participants for recommendations (were questions clear and easy to
understand, were changes needed, were there any questions missing). The author then
incorporated changes iteratively with each questionnaire until it was satisfactory that all
questions were understandable, culturally acceptable, and free of ambiguity.
All components of the study were reviewed and approved by the Institutional
Review Board (IRB) at the University of South Florida, Tampa, Florida prior to starting
this study.
Data Collection
Eligible participants gave verbal consent over the phone prior to entering the
study. Participants were informed about the purpose of the study, benefits, risks, and
confidentiality in their language of preference (English or Spanish). Prior to data
collection, a copy of the informed consent form was emailed or mailed to the
participant’s home along with a copy of the questionnaire, and a mental health guide.
Consent for participation was considered when: (1) the participant verbally agreed to
participate, and (2) participated in the research‐administered questionnaire. Eligible
participants who give their consent were invited to schedule a date and time to
participate in a research‐administered questionnaire and semi‐structured interview of
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approximately 1 hour of length. The researcher‐administered questionnaire (the focus
of this paper) took about 15‐30 minutes to complete and contained the psychosocial,
cultural, cancer‐related and demographic questions previously discussed. Following the
research‐administered questionnaire, participants took part in a 15‐25 minute semi‐
structure interview. Data and methods for the semi‐structured interview are discussed
elsewhere [REFERENCE TO MANUSCRIPT 2].
Three trained bilingual researchers collected questionnaire responses over the
phone utilizing a structured interview format to reduce issues of low literacy and to
decrease likelihood of missing data. This data collection method was chosen due to
resource limitations (funding, current high gas prices, limited staff and time) to
administer the questionnaire to all participants. Although face‐to‐face contact may be
considered ideal to build rapport with the participant, studies have demonstrated that
telephone interviews can capture comparable information to mail‐in interviews and
face‐to‐face interviews (Cook, White, Stuart, & Magliocco, 2003; Hawthorne, 2003;
Korner‐Bitensky, Wood‐Dauphinee, Siemiatycki, Shapiro, & Becker, 1994; Midanik &
Greenfield, 2003; Smith, et al., 2009). Moreover, telephone interviews have been
previously used in studies with similar target population: Latina cancer survivors or
Latinas with depression (Cooper, et al., 2003; Napoles‐Springer, Ortiz, O'Brien, Diaz‐
Mendez, & Perez‐Stable, 2007). All instruments have also been collected through this
method, but to ease miscommunication and data collection, participants were asked to
place the hard copy of the questions in front of them during the scheduled interview
time. Participants were also given the option of face‐to‐face interviews, but only 5% of
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participants chose this option due to difficulties hearing or aversion to speaking on the
telephone. There were no noticeable differences in the quality of the information
provided over the phone or in person, perhaps because a relationship was established
with most participants prior to data collection (e.g., through trusted leaders in the
community or time to build a relationship between recruitment and data collection).
Conversations were taped to reduce omission of data during data analysis. Participants
received a $20 gift card after completing the research‐administered questionnaire as a
sign of appreciation for their time committed to this study.
Data Analysis
A sample size of 90 participants was determined to provide 90% power to detect
a small‐medium effect size of 0.15, at the two‐sided 0.05, significance level. Even a
sample size as small as 68 can provide at least 80% power to detect the same effect size.
This sample size was derived through G*Power 3 statistical power analysis program
(Faul, et al., 2007).
Data were entered and analyzed using IBM SPSS Statistic 19 software. To ensure
accuracy, 10% of the data was randomly selected, and reentered to confirm accuracy.
Exploratory descriptive analyses were also run to evaluate any possible data entry error
or outliers. A Cronbach’s alpha measure was calculated for all standardized instruments
to check for reliability of instruments with the study sample.
Descriptive statistics, specifically count, percentages, mean, standard deviation
were run by presence of depression symptoms and by region of origin. Bivariate
analysis examined differences between these groups. Continuous or ordinal variables
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that were normally distributed were compared with an independent sample t‐test (or
non‐parametric equivalent Mann‐Whitney U Test). Categorical variables were
compared by Person’s chi‐square test or Fisher’s exact test (spearman’s Rho for not
normally distributed variables) between groups. Likelihood of depression scores on the
PHQ‐9 were compared to scores on PHQ‐9 with the Endicott Substitutive Criteria
applied. However, data indicated an inflated percentage of women showing depressive
symptoms (60.3%) as compared to previous research (33‐45%). Thus, the PHQ‐9 with
the Endicott Substitutive Criteria applied were used as the dependent outcome for all
research procedures.
The primary research objective was to examine potential psychosocial, cultural,
and cancer/treatment‐related risk factors of depression and the secondary objective
was look at these potential risk factors by region of origin. First, simple linear regression
was used to examine the bivariate association of the independent factors with the
dependent variable (PHQ‐9 score with Endicott Substitutive Criteria applied). Variables
that were statistically significant with the depression measure were examined for
multicollinearity with the other significant predictors for consideration of inclusion in
multiple linear regression analyses.
Multiple linear regression methods were employed to assess these research
questions. Data were examined for normality, independence, linearity, and
homoscedasticity assumptions. Evidence of slight deviation from normality and positive
skewness (skewness 1.51 SE .29, kurtosis 1.93 SE .57) was seen in the dependent
outcome; thus, the natural log plus a constant (to consider zero scores) was used to
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transform the dependent outcome. Residuals of predictors as compared to the
transformed dependent outcome did not show any evidence of violation of
homoscedasticity when examined through the Durbin‐Watson test. Sequential multiple
regression was completed. To control for variation of known prognostic variables and
risk factor of depression the first block included age, ECOG performance status and
history of depression. Also in consideration of this study’s sample size and power to
detect a medium effect size, four sets of independent variables were entered in the
second block in four separate models; (1) demographic and other non‐cognitive
variables, (2) coping variables, (3) appraisal variables, (4) significant variables from
models 1‐3. These sample procedures were repeated in the sub‐group analyses by
region of origin. Post‐hoc analyses were performed to ensure sufficient power for data
analyses.
Interaction terms were created by mean centering to control for effect
modifiers, but after several diagnostic procedures two variables (using emotional
supports and positive reframing) in the group analyses and one variable (acceptance) in
the sub‐group analyses, were found to positively modify the direction of several
independent variables originally found to have a negative association with the
depression measure. The change in the adjusted variance explained by these variables
(Adj. R2) after elimination of these variables resulted in a slight reduction in the Adj. R2
(Δ Adj. R2 .02). A similar change in Adj. R2 was identified in the sub‐group analyses (Δ
Adj. R2 .01), thus, these variables were not included in the overall model.
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Tests of significance were two‐tailed and used a probability (p) value ≤ 0.05 to
determine statistical significance. There was no evidence of cases missing over 5% of
data; thus, all cases were considered in the analyses.
Results
Recruitment
A total of 114 women were recruited between November 2011 and April 2012.
Of these, 72 women were eligible for the study. Four women were lost to follow‐up,
thus, a total of 68 women participated in the study. The reason for ineligibility (n=32)
included, in descending count order, diagnoses over 5 years, no breast cancer, cancer
recurrence, not interested in the study, living outside of West Central Florida, not Latina
or Hispanic, and breast cancer diagnoses less than 3 months. Eligibility could not be
assessed in 10 participants for the following reasons: (1) they were interested, but did
not have sufficient time to answer eligibility questions over the phone because of
unexpected events (e.g., going out of the country, medical procedures), (2) no response
during follow‐up call, or (3) because they called after recruitment was closed. About
half the women found out about the study through local Latino cancer support groups
followed by word of mouth, flyers, local community organizations, church, and local
Latino business.
[Insert Figure 2‐3]
Demographic characteristics
Table 2‐2 describes the demographic characteristics of the 68 participants by
presence of depression symptoms and by region of origin. Overall, women were
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comparable on most socio‐demographic characteristics. Women’s ages ranged from 37
to 78 years of age. Women showing depressive symptoms (DS) were younger (54.7
mean years, 9.5 SD) compared to those showing no depression symptoms (NDS) (55.9
mean years, 11.2 SD, t=0.45, p=0.65). Women with origins from South or Central
America (52.6 mean years, 9.4 SD) were statistically significantly younger compared to
women in the Spanish‐Speaking Caribbean region of origin group (58.0 mean years,
10.8SD, t=‐2.21, p=.03). More women showing depressive symptoms were from
Spanish‐speaking Caribbean countries than South/Central America region of origin
group (54.8%=DS vs. 48.6%=NDS, χ2= 0.26, df=1, p=0.64). Several Latino origins were
represented in this study, including (in descending order of representation) Colombian,
Puerto Rican, Dominican, Cuban, Mexican, and others. Of these, only 8.8% (n=6) of the
women were U.S. born. Women with or without depressive symptoms were not
statistically different in the years lived in the U.S. (t =.31, p = 0.77); however, women
with South and Central American origins (17.0 mean years, 11.6 SD) lived less years in
the U.S. compared to women from the Spanish‐Speaking Caribbean region of origin
(30.7 mean years, 19.1 SD, t = 3.59, p =.001). Seventy‐five percent of the women spoke
English less than well. The majority of women had high school or advanced education
degrees (76.5%) with a larger representation of high school or advanced education
degrees in the DS group (77.4%, t = ‐.38, p=.71)). Only 51.6% of the women in the DS
group were married compared to those in the NDS group (59.5%, χ2= 2.84, df=2,
p=0.24). Unemployment was highest among the DS group (38.7%=DS vs. 8.1%=NDS, χ2=
9.63, df=3, p=0.02), which had the larger representation of an annual household income
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of less than $10K (32.3%=DS vs. 13.5%=NDS, p=.29). When comparing regional
differences, more women from Spanish‐Speaking Caribbean region of origin were
unemployed (χ2= 7.41, df=3, p=0.06), and similarly had a larger representation of
household income less than $10K compared to the South/Central American region
group (p=.70). A greater number in the NDS group felt their household income was less
than sufficient (75.7%=NDS vs. 71.0%=DS, χ2= 2.54, df=2, p=0.28) and had no health care
coverage compared to the DS group (24.3%=NDS vs. 19.4%=DS, χ2= .24, df=1, p=0.62).
Although lack of health care coverage was about the same between the groups with or
without depression symptoms, more women in the South/Central American group were
without health care coverage (p=.04).
[Insert Table 2‐2]
Tables 2‐3, 2‐4, and 2‐5 display the participant’s cancer‐related characteristics,
social support, and depression characteristics by presence of depression symptoms and
by region or origin. Women did not statistically differ in cancer‐related characteristics in
either comparison group with the exception of receiving radiation therapy. More
women in the South/Central American region group (63.6%) had radiation therapy
compared to those from Spanish‐Speaking Caribbean (34%, χ2= 5.85, df=1, p=0.02). No
statistical differences were found by region of origin in social support characteristics and
depression characteristics. However, by presence of depression symptoms, women
showing depression symptoms had no primary caregiver (10.8%=NDS, 25.8%=DS, χ2=
1.72, df=1, p=0.19), had less satisfaction with family and peer support (94.6%=NDS,
74.2%=DS, p=.035), and had less satisfaction with support from their medical institution
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(83.8%=NDS, 74.2%=DS, χ2= .95, df=1, p=0.33). These women also self‐reported a higher
percentage of pre‐cancer depression history (8.1%=NDS, 38.7%=DS, p<.01).
[Insert Tables 2‐3, 2‐4, and 2‐5]
Psychometric data
All standardized instruments were examined for reliability. The Body Image
Scale showed high reliability similar to previous use with Latina cancer survivors
(Cronbach α = .85) (Martinez Tyson, et al., 2009). The CAHS showed acceptable
reliability on the Harm Scale, whereas the Challenge Scale (Cronbach α =.61) and the
Threat Scale (Cronbach’s α = .19) had poor reliability scores compared to findings of
Ahmad (2005) in a non‐Hispanic population. The 14‐scales of the Brief COPE had a
Cronbach’s α ranging from .38 to .92. Of these scales, 12 scales had Cronbach’s α
values of .52 or greater (seven scales were greater than 0.70), whereas the Planning
Scale and Behavioral Disengagement Scale had a Cronbach’s α value of .38 and .45,
respectively. Finally, the PHQ‐9 with and without the Endicott Substitutive criteria
applied showed high reliability (Cronbach’s α .87 and .91, respectively).
Bivariate analyses
A simple regression model identified 11 statistically significant risk factors
associated with an increase score on the depression measure in the combined group
analyses. Significant socio‐demographic variables and non‐cognitive variables were
employment status (p=.04), body image (p<.001), satisfaction with family/peer support
(p<.001) and satisfaction with medical institution support (p=.01). Coping variables with
statistical significance were less use of active coping (p<.01), less acceptance (p<.01),
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less use of emotional support (p=.04), less use of positive reframing (p=.03), substance
use (p=.04), self‐blame (p<.001), behavioral disengagement (p=.04), and venting (.02).
Significant appraisal variables were threat (p<.01), harm (p<.001), and lower perception
that cancer can be challenged (p<.001). In the Spanish‐Speaking Caribbean region
group, significant socio‐demographic and non‐cognitive variables were body image
(p=.01), and less satisfaction with family/peer support (p<.01). Significant coping
variables were less use of active coping (p<.01), less acceptance (p=.03), less use of
emotional support (p=.04), substance use (.04) and self‐blame (p=.001). Significant
appraisal variables were harm or loss (p=.02), threat (p<.001), and a lower perception
that cancer can be challenged (p<.01). The South/Central America region group only
had five variables that were statistically significantly associated with the dependent
outcome. These were body image (p=.04), less satisfaction with family/peer support
(p=.02), self‐blame (p=.02), threat (p=.05), and lower perception that cancer can be
challenged (p<.001).
Multivariate analyses
Table 2‐6 displays the correlations between the variables, the unstandardized
regression coefficient (B) and intercept, the standardized regression coefficient (ß), and
the adjusted R2 and the change in adjusted (Δ Adj. R2) when variables of interest were
added to the model after controlling for cancer prognostic variables and past depression
history. The adjusted R2 when prognostic variables and past depression history were
entered had a value of .21. The R for regression was significantly different from zero,
F(3,62) = 6.73, P<.001, and past history of depression was the only statistically
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significant variable associated with the likelihood of depression (p<.001). When these
variables were entered with the other variables of interest, past history of depression
continued to be statistically significant with the dependent outcome (p<.05) except in
model 2 and 4. Post‐hoc power analyses from models 1‐4 were estimated at 90% or
greater.
The first model had an adjusted R2 value of .44, which indicates a Δ Adj. R2 .23
when demographic and other non‐cognitive independent variables were added to the
model. The R for regression in model 1 was significantly different from zero, F(7,58) =
8.28, P<.001. The direction of the relationship suggests that an increase in the
likelihood of depression is associated with the reduction in employment status towards
unemployment, poor body image, decreased satisfaction in family, peer and medical
institutional support. Among these variables, poor body image had the largest
contribution, as indicated by the squared semi‐partial correlations, and was the only
statistically significant variable of interest in the model (p<.001).
The second model had an adjusted R2 value of .49, which indicates a Δ Adj. R2 .28
when type of coping independent variables were added to the model. The R for
regression in model 2 was significantly different from zero, F(9,58) = 8.23, P<.001. The
direction of the relationship suggests that an increase in the likelihood of depression is
associated with less active coping, less acceptance, more substance use, more self‐
blame, more behavioral disengagement, and more venting. Among these variables,
more self‐blame had the largest contribution, as indicated by the squared semi‐partial
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correlations, and among variables of interest it was statistically significant in the model
(p<.05) along with less active coping (p<.01).
The third model had an adjusted R2 value of .57, which indicates a Δ Adj. R2 .36
when type of appraisal independent variables were added to the model. The R for
regression in model 3 was significantly different from zero, F(6,61) = 15.75, P<.001. The
direction of the relationship suggests that an increase in the likelihood of depression is
associated with appraising a diagnosis of cancer as causing more harm, perceiving more
threat from cancer, and a decreased perception that cancer can be challenged (or can
be overcome). Among these variables, decreased perception that cancer can be
challenged had the largest contribution, as indicated by the squared semi‐partial
correlations, and among variables of interest it was statistically significant in the model
(p<.001) along with harm (p<.001).
A fourth model with all of the statistically significant variables identified from
models 1‐3 had an adjusted R2 value of .64 (Δ Adj. R2 .43, F(8,57) = 15.14 p<.001) and
similar to model 3, harm (p<.01) and challenge (p<.01) variables were statistically
significant in the model as well as self‐blame (p<.01). The presence of these variables
appeared to suppress the effect of body image and active coping variables.
[Insert Table 2‐6]
Regression analyses by region of origin were also ran (Table 2‐7). The adjusted
R2 when prognostic variables and past depression history were entered had a value of
.13 (F(3,29)=2.58 p=.07) for the South/Central America region and .21 (F(3,31)=3.98
p=.02) for Spanish Speaking Caribbean region group. Past history of depression was also
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the only statistically significant variable associated with the likelihood of depression for
the South/Central America region group (p<.05) and Spanish Speaking Caribbean group
(p<.01). When these variables were entered with the other variables of interest, past
history of depression continued to be statistically significant with the dependent
outcome (p<.05) except in model 1 and 2 in the South/Central America region group,
and model 2 and 4 in the Spanish‐Speaking Caribbean group. Post‐hoc power analyses
for South and Central America region of origin group was less than desirable for models
1 and 2, thus results should be interpreted cautiously. Power was adequate (90% or
greater) for models 3 and 4. Adequate power was also calculated for all models in the
Spanish‐Speaking Caribbean region of origin group.
After entering the independent variables of interest for the South/Central
American region of origin group, the adjusted R2 value for models 1‐4 was of .19 (Δ Adj.
R2 .06), .16 (Δ Adj. R2 .10), .55 (Δ Adj. R2 .42), and .54 (Δ Adj. R2 .41), respectively. Only
models 3 and 4 were statistically significant, F(5,27)=8.94, p<.001 and F(4,28)=10.30,
p<.001, respectively. In model 3, the direction of the relationship suggests that an
increase in the likelihood of depression is associated with appraising more harm from
cancer and a decreased appraisal that cancer can be challenged (or can be overcome).
Among these variables, decreased appraisal that cancer can be challenged had the
largest contribution, as indicated by the squared semi‐partial correlations, and it was
the only statistically significant variable in the model among the variables of interest
(p<.001). This variable (challenge) continued to have the same level of significance and
direction in model 4.
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Unlike the South/Central America region group, all models in the Spanish‐
Speaking Caribbean region group were statistically significant (model 1 – F(5,29)=12.14,
p<.001, model 2 – F(6,28)=11.10, model 3 – F(6,28)=11.21, p<.001, model 4 –
F(8,26)=14.25, p<.001). In model 1‐4, the adjusted R2 value when the independent
variables of interests were entered into the model was .62 (Δ Adj. R2 .41), .64 (Δ Adj. R2
.43), .64 (Δ Adj. R2 .43), and .78 (Δ Adj. R2 .57), respectively. Variables that were
statistically significant were body image in model 1 (p<.001), active coping (p<.001) and
self‐blame in model 2 (p<.001), and harm (p<.001) and challenge (p<.01) in model 3.
The direction of the relationship with the independent variables stayed the same as
described above in the group analyses. When all statistically significant variables
identified in models 1‐3 were added to model 4, only body image (p<.01) and self‐blame
(p=.02) continued to be statistically significant, where body image had the largest
contribution to the model. The presence of these variables appeared to suppress the
effect of active coping, harm, and challenge variables. The direction of the relationship
in model 4 suggests that an increased likelihood of depression is associated with poor
body image, less active coping, more self‐blame, an increased appraisal of harm, and a
decreased appraisal that cancer can be challenged or overcome.
[Insert Table 2‐7]
Discussion
The aim of this study was to identify potential risk factors for depression among
Latinas diagnosed with breast cancer. In addition, this study sought to look at
differences in potential risk factors by region of origin. Although the design of this study
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did not measure the predictive nature of risk factors, this study did identify risk factors
both in the group analyses and by region of origin. The Cognitive Stress Theory and the
Ecological Model provided a relevant framework to understand risk factors leading to a
potential depression outcome.
The prevalence rate of depression symptoms in this sample was in the high
range of reported rates in the literature (45.6% for whole group, 42.4% for
South/Central America region, 48.6% for Spanish Speaking Caribbean region). These
prevalence rates were expected, as most studies with prevalence rates in the high range
were with low‐income women similar to this study’s sample (Christie, et al., 2010;
Dwight‐Johnson, et al., 2005; Ell, et al., 2005). Although not significant, women in the
Spanish‐Speaking Caribbean region of origin reported a higher percentage of depression
symptoms compared to South/Central America region of origin. As supported by Algeria
et al.’s (2007) findings from the National Latino and Asian American Study (NLAAS),
women of the Spanish‐Speaking Caribbean region of origin may experience a different
set of stressors that may increase the rate of likelihood of depression compared to
women from South or Central America region of origin. A closer look at the NLAAS by
Latino subgroups showed Puerto Ricans to have the highest prevalence rates of
depression disorders. Higher prevalence rates of depression were also associated with
increased acculturation to U.S. norms. A similar finding is present in the current study
as two‐thirds of women from the Spanish‐Speaking Caribbean region of origin group
were Puerto Rican and have lived in the U.S. almost twice as long as women compared
to women from the South/Central America region of origin. An explanation provided by
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Alegria et al. (2007) and supported by the work of William Dressler (2004) is that Puerto
Rican U.S. citizens may have more cultural consonance with non‐Hispanic whites than to
other foreign‐born Latinos. Thus, Puerto Ricans’ views of success are likely to mirror
non‐Hispanic whites and they in turn, may feel more discrimination or have more
feelings of failure if similar successes are not met. Although not directly measured, this
phenomenon may also be relevant in the current study since women from Puerto Rico
have the same rights as any U.S. born citizen, yet experienced obstacles to access to
resources because of barriers unique to people born outside of the U.S. mainland (e.g.,
language barriers, unfamiliarity to resources and customs in the U.S. mainland).
Depression History
Variables for which the model controlled for appeared to have a medium to
large effect as indicated by the multiple correlation coefficient (.36‐.46). As supported
in the literature (Massie, 2004), self‐reported depression history had the largest
contribution to the model with statistical significance. In contrast, age and ECOG
performance status (a measure of disease progression and daily‐function ability), did
not appear to be significantly associated with the depression measure. The
insignificance of these variables in relation to the dependent outcome was unexpected
since this contradicts previous studies (Ell, et al., 2005; Finch & Vega, 2003). A post‐hoc
analysis did reveal a suppressor effect, specifically after controlling for time effect
(months since first diagnosis), the ECOG performance status variable became
significantly associated with the depression outcome (p<.05). However, this effect
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disappeared after depression history and age were added to the model. This is an
indication of an effect modifier that should be further explored in future studies.
Risk Factors for Depression
Bivariate analysis revealed several socio‐demographic, cancer‐related, and
cognitive risk factors associated with the depression outcome. However, no cultural
variables were identified in the group or by region of origin analyses. This was an
unexpected finding as acculturation factors and language barriers have been identified
in a large study with Latinos (Alegria, et al., 2008a), but does support the findings of Ell
and colleagues (2005). Negative body image, less satisfaction in family/peer and
medical support are variables supported in previous research as associated with
depression (Ell, et al., 2005; Massie, 2004). Coping risk factors identified in this study
were aligned with findings from a study that used the Brief COPE to determine its
association with depression as measured by the Center of Epidemiological Studies
Depression Scale between non‐Hispanics, Latinas and African Americans with early
breast cancer (Culver, et al., 2002). Although no earlier studies have used the CAHS in
Latina women diagnosed with breast cancer to predict depression, there is a similar
study using an optimism scale (Life Orientation Test‐Revised – LOT‐R) (Carver, et al.,
1993). Carver et al. (1993) demonstrated that optimism was inversely related to
depression. Likewise, the current study showed that challenge (appraising cancer can be
overcome) was inversely associated with depression whereas threat and harm had a
positive association.
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Different risk factors were identified by region of origin in the sub‐group
analyses. Unlike the whole group analyses, risk factors by region of origin did not
identify employment status, positive reframing, behavioral disengagement, and venting
as potential risk factors as in the group analyses. This disassociation is perhaps because
of the smaller sample size in each group analyses (n=33 South/Central America versus
n=35 Spanish‐Speaking Caribbean) and limited variation in these independent factors to
reach statistical significance. The two regions of origin did support findings in the group
bivariate analyses, specifically the likelihood of depression is associated with poor body
image, less satisfaction with family and peer support, more self‐blame, apprising more
harm from cancer, and lower perception that cancer can be overcome (challenged).
When comparing the two regions of origins, the Spanish‐Speaking Caribbean region of
origin identified six risk factors found in the whole group analyses, yet not identified in
the South/Central America region of origin group. These risk factors were less
satisfaction with medical institution support, less use of active coping, less acceptance,
less use of emotional support, substance use and harm variables. As briefly described
above, the majority of women in the Spanish‐Speaking Caribbean region of origin group
were Puerto Ricans and report more years lived in the U.S. Thus, they may share more
similarities with non‐Hispanic whites. Additional studies comparing differences
between ethnicities are warranted to clarify differences between regions of origins.
In the multivariate regression analyses, Model 4 had the largest adjusted
explained variance for predicting likelihood of depression among all four models in the
group analyses. When the independent variables identified in model 1 and 2 (body
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image, active coping, self‐blame) were added in the model with appraisal variables, only
self‐blame continued to be statistically significant as seen in Model 4. The adjusted
explained variance change from Model 3 to Model 4 was only .07, thus model 3 was the
most parsimonious with only three appraisal variables. This finding is supported by a
study of mixed cancers that reported appraisal variables to be more consistently
associated with depression over time over coping or emotional variables (Hulbert‐
Williams, Neal, Morrison, Hood, & Wilkinson, 2011). Findings in this current study did
differ from Hulbert‐Williams et al. (2011) in that social‐demographic variables in these
previous study were a predictor for depression 3 months after cancer diagnosis.
However, after 6 months these variables were no longer statistically significant
predictors of depression.
Similarly, results by region of origin identified Model 4 to have the largest
adjusted explained variance in the Spanish‐Speaking Caribbean group whereas Model 3
in the South/Central America region of origin group had the largest adjusted explained
variance. Although the change in adjusted explained variance from Model 3 to Model 4
was considerable in the Spanish Caribbean region group (Δ adj. R2 .14), the
South/Central America region of origin group only showed a ‐.01 difference in the
adjusted explain variance. This small difference indicates that model 4 in the
South/Central America region group is perhaps the most suited to predict a depression
outcome as it seems harm contributes a small amount to the explained variance.
According to significant risk factors in model 4, poor body image and self‐blame
contributed the most to the model in the Spanish‐Speaking Caribbean region of origin
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group. This may be explained by the fact that this region of origin group had a higher
percentage of women who have undergone a mastectomy (71.4%) compared to the
South/Central America region of origin group (51.5%). More self‐blame can be
attributed to more acceptance of cultural beliefs about causes of breast cancer (e.g.,
punishment from God, breast trauma) (Hubbell, Chavez, Mishra, & Valdez, 1996) or
perhaps increased perception of inequalities as discussed above. Although adequate
power to perform these regression analyses was achieved especially for model 4 by
region of origin, significant risk factors in the bivariate analyses cannot be dismissed as
potential predictors of depression.
Limitations
One of the main limitations with this study is poor reliability of the CAHS Threat
and Challenge Scales, which could over or under estimate the effect of its association
with the likelihood of depression. No study has used this scale with Latinas diagnosed
with breast cancer, especially the Spanish translation of the CAHS. Thus, this instrument
was translated and went through pilot testing as described above. Despite these
efforts, there still could be subtle differences in translation that could affect reliability of
the scale. However, participants did not express having difficulty with the
understanding of the questions. Instead, they struggled to answer questions using the
Likert‐type response options. This observation was also noticed during pilot testing
material, but in order to keep the reliability of the instrument and to not reduce
variability, the response options were not changed. In future studies, perhaps it would
be better to collapse options and to perform additional psychometric testing of
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translated scales with Latinas diagnosed with breast cancer. Poor reliability was also
observed in the Brief COPE. The psychometric data on most of the Brief COPE scales in
the current study were similar to previously reported studies with the exception of the
Planning Scale and the Behavioral Disengagement Scale, which had a Cronbach’s alpha
less than .50. Validity of study findings should not be dismissed because of low
reliability. Applying the instruments in a different population compared to the earlier
studies with Latinas with different sub‐ethnicity representation (e.g., Mexicans versus
Puerto Ricans) may affect reliability. Also low reliability on scales with few items, in this
case two per scale, does not necessarily mean the scale was not reliable as alpha usually
increases with an increase in the number of items in a scale (Field, 2005). Additional
studies should also be conducted to study the psychometric properties of these scales
with different Latina sub‐ethnicities.
This study was also limited in power to assess differences by region of origin.
Recruitment feasibility issues hindered attaining adequate sample sizes to run models
with many predictors especially in a combined model. Thus data were analyzed in three
blocks of independent variables by sub‐group to sustain sufficient power to detect
associations with the dependent outcome. This process was feasible for the combined
group analyses, but was limited in the region of origin analyses due to sample sizes less
than 40. Thus, risk factors that were statistically significant in the bivariate analyses
should also be considered in interpreting results from this study as potential risk factors.
This was a cross‐sectional study, with data collected at one point in time; thus,
this study design could not assess causality, specifically to examine if potential risk
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factors identified in this study could actually predict depression in patients with breast
cancer. It is hoped that findings from this study could serve as the foundation for future
prospective and longitudinal data collection with Latinas diagnosed with breast cancer.
Other limitations include self‐reporting and recall bias. Potential risk factors
relied solely on participant self‐report. However, several questions and most scales
were taken from instruments previously tested with Latina breast cancer survivors.
Although validating data with documentation (i.e., medical records, end of the year tax
forms) is ideal, it was not feasible in a vulnerable population. Efforts were taken to
improve trust with data collectors (e.g., at least 2 contact points to answer questions
and introduce study prior to participation and working with well known Latino cancer
support organizations), which, in turn, can improve the validity of data provided. Recall
bias was minimal because this study was limited to participants who had been
diagnosed with breast cancer within 5 years. In other studies, recall of the patients’
experiences with breast cancer has been found to be generally high as this is considered
a major life event by most women (Phillips, et al., 2005). Also questions were mailed to
the participant’s home; thus, many women said they had reviewed their medical files or
agendas prior to data collection. Finally, about half of the participants were active
members of support groups. Taking advantage of support groups may bias findings and
perhaps could have diluted the effect of support variables in predicting likelihood of
depression.
On a practical note, with regard to recruitment, IRBs have a job to protect people
from harm in any fashion, but at times, the institutional processes can hamper trust
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building with vulnerable populations in the community. The investigator experienced
difficulties attaining a signed letter of support, as required by IRB, from local Latino
businesses and churches despite attaining a verbal permission from the person in
charge to display the recruitment flyer on bulletin boards or windows or giving a short
presentation about the study’s purpose. The process of signing a letter to display a flyer
with the study’s purpose and contact phone number for interested participants caused
additional worry with non‐health related community and faith‐based leaders or local
business managers or owners about the intentions of this study. In many cases, asking
for a signed letter of support would shutdown communication with the potential
recruitment contact. Thus, in efforts to improve more research with ethnic minorities
there should be more research to find ways to build trust and best protect vulnerable
populations while not deterring researchers or communities from providing research
opportunities to ethnic minorities.
Conclusions and Implications for Practice
In summary, the resulting models from the regression analyses support the
Cognitive Stress Theory, specifically primary appraisal variables harm and challenge had
the most contribution to the explained variance for the likelihood of depression. The
Ecological Model also helped to identify other non‐cognitive risk factors, but only body
image and satisfaction with family/peer and medical institution support appeared to
have the strongest association with likelihood of depression in the regression model.
The likelihood of depression did not vary by region of origin; however, when the group
was stratified by region of origin, findings did show differences in risk factors by group.
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This study was not able to conclude if risk factors play a different role by region of origin
in a combined model. Thus, studies should consider region of origin or Latino sub‐
ethnicities and test how risk factors differ in a combined model with a larger sample. A
total six different risk factors that were statistically significantly associated with an
increased risk of depression were identified in the Spanish‐Speaking Caribbean region of
region group, but not in the South/Central America region of origin group. These
specific risk factors were less satisfaction of family/peer support and medical institution,
less use of active coping, less acceptance, less use of emotional coping, substance use,
and harm. However, this should be interpreted cautiously as these variables could have
been significant with improved power in the South/Central American region group.
The prevalence rate of presence of depression symptoms in the study sample
was high. Although access to psychosocial resources may be in place in large cancer
centers, this may not be so in community clinics or in places where women are seeking
low‐cost or free health care. Thus, additional interventions and programs need to be in
place to help women mediate or lessen the effect of seeing a cancer diagnosis as a harm
or threat. These services also need to be easily accessible (e.g., free or reduced cost, in
language of preference, on local bus route, flexible hours) to help women gain access to
resources. When women were asked if they had access to mental health services, many
were not aware of any services despite having access to health insurance or getting
treatment at a local health center. Thus, improved information about services needs to
be offered at medical institutions or in places where Latinas access health services.
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In addition to services to help women normalize feelings of concerns and
thoughts related to cancer and its treatments, additional studies that specifically look at
ways to identify interventions to help patients improve their cognitive efforts to
overcome, accept, and positively reframe cancer and other difficult situations women
are facing throughout the cancer continuum are necessary. Longitudinal studies to
evaluate the predictability of cognitive attributes are warranted as inherent cognitive
attributes may serve as a screener for likelihood for depression. This strategy may help
in the identification of women who are in most need of psychological interventions such
as counseling or support programs. Finally, public health efforts need to improve
awareness and knowledge about determinates of cancer among the public and among
women diagnosed with cancer to help reduce self‐blame.
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Outreached
N=114
Undertmined
Eligiblity
n=10
Eligible
n =72
No response
n=8

Ineligible
n = 32

Diagnosed over 5
years

Lost to follow‐up
n=4

n=13

Recurrence
n=7
Participated in the
Study
n=68

No breast cancer
n=7

Other reason
n=5

Figure 2‐1. Summary of participant recruitment
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Called after study
end date
n=2

Table 2‐1. Variables Considered as Potential Risk Factors of Depression by Level of
Influence
Risk Factor
Constructs
Instrument
Category
Intrapersonal (individual characteristics that influence a depression outcome)
Socioeconomic/
‐Age
Questions adopted from Martinez
demographic
‐Education
Tyson Latina Social Support Interview
‐Income (annual household income)
Guide (2008)
‐Employment status
‐Access to health care (medical
insurance)
Cognitive Variables ‐Coping
‐Brief COPE
‐Appraisal
‐CAHS (13‐item)
Social‐cultural
‐Acculturation (years in the US, English Questions adopted from Martinez
language proficiency)
Tyson Latina Social Support Interview
‐Nativity (U.S. Born or Immigrant)
Guide
‐Region of origin (South/Central
America and Spanish‐speaking
Caribbean countries)
Questions adopted from Martinez
Cancer‐related
‐Hormone Therapy
Tyson Latina Social Support Interview
factors
‐Mastectomy
Guide; Body Image Scale*
‐Time from diagnosis
‐Body Image *
Interpersonal (processes and primary groups that provide social identity, support, and role
definition)
Social Support
‐Access to social support
Question adopted from Martinez
factors
‐Number of people living in the
Tyson Latina Social Support Interview
Guide
household
‐Marital status
Societal and Community (institutions, social networks and norms, or standards, policy)
Societal
Access to regular mental health care
N/A
Factors
Access to a Spanish speaking mental
health professional
Place of residence (County)
Dependent variable
N/A
Depression
PHQ‐9, Endicott substitutive scale
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Table 2‐2. Demographic table by presence of depression symptoms and by region of origin
All
Participants
N=68

%

NDS
n=37

South/Central
America

DS
%

n=31

%

n=33

%

Spanish
Speaking
Caribbean
n=35

%

55.4/10.4

55.9/11.2

54.7/9.5

(52.6/9.4)

Foreign‐Born

62

91.2

34

91.9

28

90.3

32

97.0

30

85.7

U.S. Born

6

8.8

3

8.1

3

9.7

1

3.0

5

14.3

Age (mean/SD)

(58.0/10.8) *

Nativity

Hispanic Origin
Colombian
Puerto Rican
Dominican
Cuban
Mexican
Other
Years in U.S.
(mean/SD)

***
21
21
7
7
5
7

30.9
30.9
10.3
10.3
7.4
10.3

(24.1/17.2)

English Speaking Ability
Not at all
Not well
Well

16
35
17

12
11
6
1
2
5

32.4
29.7
16.2
2.7
5.4
13.5

(24.6/18.4)

9
10
1
6
3
2

29.0
32.3
3.2
19.4
9.7
6.5

(23.3/12.9)

21
0
0
0
5
7

63.6
0.0
0.0
0.0
15.2
21.2

(17.0/11.6)

0
21
7
7
0
0

0.0
60.0
20.0
20.0
0.0
0.0

(30.7/19.1) ***

23.5
51.5
25.0

11
17
9

29.7
45.9
24.3

5
18
8

16.1
58.1
25.8

9
19
5

27.3
57.6
15.2

7
16
12

20.0
45.7
34.3

13.2
10.3

5
4

13.5
10.8

4
3

12.9
9.7

4
3

12.1
9.1

5
4

14.3
11.4

23.5

8

21.6

8

25.8

10

30.3

6

17.1

20

29.4

13

35.1

7

22.6

5

15.2

15

42.9

8

11.8

3

8.1

5

16.1

5

15.2

3

8.6

8

11.8

4

10.8

4

12.9

6

18.2

2

5.7

Marital Status
Married/Partner
Single/never married

38

55.9

22

59.5

16

51.6

19

57.6

19

54.3

10

14.7

7

18.9

3

9.7

4

12.1

6

17.1

Divorced/Separated

11

16.2

4

10.8

7

22.6

5

15.2

6

17.1

Widowed

9

13.2

4

10.8

5

16.1

5

15.2

4

11.4

Highest Level of Education
Basic elementary
9
Some high school
7
High school graduate
16
or GED
Vocational school or
some college
College graduate
Graduate School/
Professional

Note. *p<.05, **p<.01, ***p<.001 by chi‐square, fisher exact test, independent t‐test or Mann‐Whitney U‐test
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Table 2‐2. Demographic table by presence of depression symptoms and by region of origin
cont…
All
Participants
N=68
Current Employment Status
Full time
14
Part time
8
Retired/Housewife
31
Unemployed
15

%

NDS
n=37

South/Central
America

DS
%

n=31

%

Spanish
Speaking
Caribbean

n=33

%

n=35

%

*
20.6
11.8
45.6
22.1

Income
Less than $10,000
15
22.1
$10,000 ‐ $39,999
33
48.5
$40,000 ‐ $79,999
11
16.2
More than 79,000
4
5.9
Unknown
5
7.4
Perception of Income to meet needs
Not enough
28
41.2
Barely enough
22
32.4
Sufficient or more
18
26.5
than enough

8
5
21
3

21.6
13.5
56.8
8.1

6
3
10
12

19.4
9.7
32.3
38.7

8
7
11
7

24.2
21.2
33.3
21.2

6
1
20
8

17.1
2.9
57.1
22.9

5
21
6
2
3

13.5
56.8
16.2
5.4
8.1

10
12
5
2
2

32.3
38.7
16.1
6.5
6.5

6
16
5
2
4

18.2
48.5
15.2
6.1
12.1

9
17
6
2
1

25.7
48.6
17.1
5.7
2.9

13
15

35.1
40.5

15
7

48.4
22.6

14
12

42.4
36.4

14
10

40.0
28.6

9

24.4

9

29.0

7

21.2

11

31.4
*

Health Insurance
No
Yes

15
22.1
9
24.3
6
19.4
11
33.3
4
11.4
53
77.9
28
75.7
25
80.6
22
66.7
31
88.6
Note. *p<.05, **p<.01, ***p<.001 by chi‐square, fisher exact test, independent t‐test or Mann‐Whitney U‐
test
NDS = No depression symptoms, DS = Depression symptoms
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Table 2‐2. Breast cancer characteristics by depression symptoms and region of origin

Yrs from diagnosis
Less than 1 year
1 year
2 years
3 years
4 years
5 years

All
Participants

NDS

DS

South/Central
America

Spanish
Speaking
Caribbean

N=68
%
(2.8/1.5)
6
8.8
9
13.2
14
20.6
15
22.1
15
22.1
9
13.2

n=37
%
(2.8/1.5)
2
5.4
6
16.2
8
21.6
8
21.6
7
18.9
6
16.2

n=31
%
(2.7/1.5)
4
12.9
3
9.7
6
19.4
7
22.6
8
25.8
3
9.7

n=33
%
(3.0/1.5)
2
6.1
4
12.1
7
21.2
6
18.2
7
21.2
7
21.2

n=35
%
(2.5/1.4)
4
11.4
5
14.3
7
20.0
9
25.7
8
22.9
2
5.7

Stage
Stage 0
6
Stage 1
26
Stage 2
20
Stage 3
10
Unknown
6
ECOG Performance Status
0 – Fully Active
26
1 – Restricted, light
35
work
2 – Capable of self‐
5
care, unable to carry
out work activities
3 – Limited self‐care
2
Treatment Received^
Chemotherapy
43
Radiation
33
Mastectomy
42
Lumpectomy
23
Hormone Therapy
47
Other treatment
7

8.8
38.2
29.4
14.7
8.8

3
16
12
3
3

8.1
43.2
32.4
8.1
8.1

3
10
8
7
3

9.7
32.3
25.8
22.6
9.7

3
11
10
5
5

9.1
33.3
30.3
15.2
15.2

3
15
10
5
2

8.6
42.9
28.6
14.3
5.7

38.2

19

51.4

7

22.6

14

42.4

12

34.3

51.5

16

43.2

19

61.3

18

54.6

17

48.6

7.4

1

2.7

4

12.9

1

3.0

4

11.4

2.9

1

2.7

1

3.2

0

0.0

2

5.7

63.2
23
62.2
20
64.5
22
66.7
21
60.0
48.5
18
48.6
15
48.4
21
63.6
12
34.3*
61.8
23
62.2
19
61.3
17
51.5
25
71.4
33.8
12
32.4
11
35.5
14
42.4
9
25.7
69.1
27
73.0
20
64.5
23
69.7
24
68.6
10.3
3
8.1
4
12.9
4
12.1
3
8.6
Note. *p<.05, **p<.01, ***p<.001 by chi‐square, fisher exact test, independent t‐test or Mann‐Whitney U‐
test
NDS = No depression symptoms, DS = Depression symptoms ^Percent totals may not add up to 100%
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Table 2‐3. Social support characteristics by presence of depression symptoms and
by region of origin
All
Participants

NDS

DS

N=68
%
n=37
%
n=31
%
No. people living in the household
1
9
13.2
6
16.2
3
9.7
2
21
30.9
12
32.4
9
29.0
3
17
25.0
5
13.5
12
38.7
4
10
14.7
6
16.2
4
12.9
5 or more
11
16.2
8
21.6
3
9.7
Primary caregiver
No one
12
17.6
4
10.8
8
25.8
Family member,
friend or long term
56
82.4
33
89.2
23
74.2
care
Satisfied with emotional/physical support from Family/Peers
Yes
58
85.3
35
94.6
23
74.2 *
No
10
14.7
2
5.4
8
25.8
Satisfied with emotional/physical support from medical institutions
Yes
54
79.4
31
83.8
23
74.2
No
14
20.6
6
16.2
8
25.8
In support groups
Yes
36
52.9
21
56.8
15
48.4
No
32
47.1
16
43.2
16
51.6

South/Central
America

Spanish
Speaking
Caribbean

n=33

%

n=35

%

3
10
8
6
6

9.1
30.3
24.2
18.2
18.2

6
11
9
4
5

17.1
31.4
25.7
11.4
14.3

5

15.2

6

17.1

28

84.8

29

82.9

28
5

84.8
15.2

30
5

85.7
14.3

26
7

78.8
21.2

28
7

80.0
20.0

14
42.4
22
62.9
19
57.6
13
37.1
Note. *p<.05, **p<.01, ***p<.001 by chi‐square, fisher exact test, independent t‐test or Mann‐Whitney U‐
test
NDS = No depression symptoms, DS = Depression symptoms
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Table 2‐4. Depression characteristics by presence of depression symptoms
and by region of origin
All
Participants

NDS

South/Central
America

DS

Spanish
Speaking
Caribbean
n=35
%

N=68

%

n=37

%

n=31

%

n=33

%

No

31

45.6

17

45.9

14

45.2

16

48.5

14

40.0

Yes

37

54.4

20

54.1

17

54.8

17

51.5

21

60.0

28
5

84.8
15.2

10
25

28.6
71.4

Access to MH Provider

History of depression
Yes
No

**
15
53

22.1
77.9

3
34

8.1
91.9

12
19

38.7
61.3
***

PHQ‐9
No Depression

27

39.7

27

73.0

0

0.0

15

45.5

12

34.3

Mild Depression

19

27.9

9

24.3

10

32.3

9

27.3

10

28.6

Moderate Depression

15

22.1

1

2.7

14

45.2

7

21.2

8

22.9

Moderately Severe to
Severe Depression

7

10.3

0

0.0

7

22.6

2

6.1

5

14.3

PHQ‐9 with Endicott Substitutive Criteria
37
54.4
37
No Depression
Mild Depression

19

27.9

0

‐‐‐
100.0

0

0.0

19

57.6

18

51.4

0.0

19

61.3

11

33.3

8

22.9

5
7.4
0
0.0
5
16.1
2
6.1
3
8.6
Moderate Depression
Moderately Severe to
7
10.3
0
0.0
7
22.6
1
3.0
6
17.1
Severe Depression
Note. *p<.05, **p<.01, ***p<.001 by chi‐square, fisher exact test, independent t‐test or Mann‐Whitney U‐
test
NDS = No depression symptoms, DS = Depression symptoms
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Table 2‐5. Summary of multiple linear regression for all participants
B
SE B
ß
Model 1. Demographic/social support/cancer‐related factors
Constant
0.47
0.28
Employment status
‐0.02
0.05
‐0.04
Body Image
0.05
0.01
0.46
Family and peer support
‐0.23
0.14
‐0.19
Medical institution support
‐0.12
0.11
‐0.11

***

Model 2. Coping Style
Constant
0.25
0.33
‐0.10
0.03
‐0.33 **
Active coping
‐0.02
0.03
‐0.09
Acceptance
0.11
0.07
0.16
Substance use
0.09
0.03
0.33 *
Self‐Blame
0.02
0.02
0.10
Behavioral Disengagement
0.04
0.03
0.17
Venting
Model 3. Appraisal
Constant
0.78
0.34
0.01
0.01
0.06
Threat
0.05
0.01
0.46 ***
Harm or Loss
Challenge
‐0.08
0.02
‐0.42 ***
Model 4. Significant risk factors from models 1‐3
Constant
.45
.35
Body Image
.01
.011
.16
Active Coping
‐.05
.02
‐.16
Self‐Blame
.07
.03
.26 **
Harm or Loss
.03
.01
.33 **
Challenge
‐.05
.02
‐.26 **
Note. Model 1 ‐ Adj. R2=0.44, Δ Adj. R2=0.23 ; Model 2 ‐ Adj. R2=.49, Δ Adj. R2=0.28; Model 3 ‐ Adj. R2=.57,
Δ Adj. R2=0.36, Model 4 ‐ Adj. R2=.64, Δ Adj. R2=0.43
Age, ECOG performance score, and depression history were adjusted for in the models
*p<0.05, **p<0.01, ***p<0.001

85

Table 2‐6. Summary of regression models by region of origin
South/Central
Spanish‐Speaking
Americans
Caribbean
B
SE B
ß
B
SE B
ß
Model 1. Demographic/social support/cancer‐related factors
Constant
0.26 0.51
0.34 0.34
Body Image
0.03 0.02
0.27
0.07 0.01
0.67 ***
Family and peer support
‐0.27 0.20 ‐0.25
‐0.29 0.17 ‐0.22
Model 2. Coping Style
Constant 0.03 0.43
0.30 0.44
Active Coping
‐
‐
‐
‐0.12 0.03 ‐0.41 ***
Substance Use
‐
‐
‐
0.11 0.06
0.19
Self‐Blame
0.06 0.04
0.28
0.15 0.04
0.47 ***
Model 3. Appraisal
Constant
1.84 0.53
0.39 0.47
‐
‐
‐
0.02 0.02
0.11
Threat
0.02 0.02
0.20
0.05 0.01
0.56 ***
Harm or Loss
Challenge
‐0.17 0.04 ‐0.59 ***
‐0.07 0.02 ‐0.38 **
Model 4. Significant risk factors from models 1‐4
Constant
2.18 .477
.15
.43
Body Image
‐
‐
‐
.04
.01
.35 **
Active Coping
‐
‐
‐
‐.05
.03
‐.17
Self‐Blame
‐
‐
‐
.10
.04
.31 *
Harm or Loss
‐
‐
‐
.02
.01
.22
Challenge
‐.18
.04
‐.62 ***
‐.02
.02
‐.14
Note. Model 1 – Adj. R2=0.19, Δ Adj. R2=0.06 (South/Central America), Adj. R2=0.62, Δ Adj.
R2=0.41 (Spanish‐Speaking Caribbean)
Model 2 ‐ Adj. R2=0.16, Δ Adj. R2=0.10 (South/Central America), Adj. R2=0.64, Δ Adj. R2=0.43 (Spanish‐
Speaking Caribbean)
Model 3 ‐ Adj. R2=0.55, Δ Adj. R2=0.42 (South/Central America), Adj. R2=0.64, Δ Adj. R2=0.43 (Spanish‐
Speaking Caribbean)
Model 4 ‐ Adj. R2=0.54, Δ Adj. R2=0.41 (South/Central America), Adj. R2=0.78 , Δ Adj. R2=0.57 (Spanish‐
Speaking Caribbean)
Age, ECOG performance score, and depression history were adjusted for in the models
*p<0.05, **p<0.01, ***p<0.001
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Section III
Manuscript 2: Perceptions among Latina breast cancer survivors of risk factors for
depression: An Ecological Model perspective
Target Journal: Journal of Immigrant and Minority Health (impact factor – unknown)
Secondary Journal: Qualitative Health Research (impact factor – 1.93)

Background
According to the American Cancer Society (2008b), Latinas are 22% more likely
to die of breast cancer than non‐Hispanic white women (ACS, 2008b). Several factors
contribute to this disparity such as underutilization of early detection screening services
and limited health care access (Howe, et al., 2006). However, lack of culturally and
linguistically relevant interventions to meet the psychosocial needs of Latinas are also
possibly to blame (Ashing‐Giwa, Padilla, Bohorquez, Tejero, & Garcia, 2006b; Huerta,
2003; Intercultural Cancer Council, 2004; Napoles‐Springer, Ortiz, O'Brien, & Diaz‐
Mendez, 2009; Satin, et al., 2009). Recent research found that psychological distress,
such as depression, increases mortality rates up to 25% to 27% (Hamer, et al., 2009;
Satin, et al., 2009). Yet, in light of this significant health concern, depression in cancer
survivors is being under‐diagnosed and undertreated (Carlson & Bultz, 2003; Cohen &
Carlson, 2005; Jacobsen, 2009). To examine predictors of depression for program and
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intervention development, contextualization and identification of potential depression
risk factors are warranted.
In addition to the physical and, often, visible side‐effects of breast cancer and its
treatment, women commonly experience negative emotional and psychological effects
(Hewitt, et al., 2004). For many people, a diagnosis of cancer is viewed as a death
sentence (Ashing‐Giwa, 2004; Cohen & Carlson, 2005). Common feelings can range
from sadness, fear, and anger; all of which can meet diagnostic criteria for a mental
disorder (Cohen & Carlson, 2005). Women also experience depression and anxiety
because of uncertainty with treatment and cancer related side effects or quality of life,
body image and sexuality issues, cancer recurrence, and the impact on their families
(Ashing‐Giwa, 2004; Badger, et al., 2007; Fann, et al., 2008; Intercultural Cancer Council,
2006). However, not all emotional and psychological effects are negative. For example,
a qualitative study found Latina and Asian American women to report stronger
relationships with God and with family members after being diagnosed with cancer
(Ashing‐Giwa, 2004). Another study of women with early‐stage breast cancer (26.5%
Latinas) showed that benefit finding (e.g., appreciation of life, closer to family) was
positively associated with cognitive and coping attributes such as optimistic trait,
positive reframing and taking part of religious activities (Urcuyo, et al., 2005), whereas
emotional distress (e.g., depression) was inversely associated with finding benefits from
cancer.
The etiology of depression in Latinas with breast cancer is multifaceted. Both
pathobiological pathways and psychosocial determinates have been implicated (Massie,
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2004; Selye, 1956). Risk factors discussed in the literature include disease specific and
treatment related factors (e.g., stage of illness, treatment type) (Massie, 2004; Pozo, et
al., 1992), although this has been shown to vary between studies (Ell, et al., 2005).
Evidence from the National Latino and Asian American Study, a non‐breast cancer
specific study, demonstrated that depression symptoms also vary by region of origin
(Alegria, et al., 2007). Inadequate psychosocial care and information are also suggested
as risk factors of depression (Ashing‐Giwa, et al., 2004; Carlson & Bultz, 2003; Janz, et
al., 2008). Finally, systematic and structural barriers such economic factors and
language barriers add to the burden of disease (Alegria, et al., 2008b; Ell, et al., 2005;
Redes En Acción, 2004).
The available studies of Latinas diagnosed with breast cancer provide a limited
understanding of the socio‐cultural and individual risk factors of depression, especially
by region of origin (Ashing‐Giwa, et al., 2006a; Culver, et al., 2002; Dwight‐Johnson, et
al., 2005; Ell, et al., 2005; Massie, 2004; Satin, et al., 2009). Literature has identified the
need to disaggregate Latinos because of the growing number of Latinos and diversity of
this ethnicity (Alegria, et al., 2007; Martinez‐Tyson, et al., 2008). Thus, the purpose of
this paper is to build on these studies and report context‐rich data on the perceptions of
risk factors of depression by presence of depression symptoms and by Latino’s region of
origin. Findings from this study were triangulated back to available quantitative studies
of depression among Latina breast cancer survivors.
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Methods
Purpose of the study
The purpose of this study was to explore the perceived psychosocial, cultural,
and cancer prognostic/treatment‐related risk factors of depression among Latina breast
cancer survivors diagnosed within the last five years. This study was part of a larger
cross‐sectional, quantitative study, where the primary objective was to examine the
psychosocial, cultural and cancer prognostic/treatment‐related potential risk factors of
depression in Latina breast cancer survivors living in West Central Florida [REFERENCE
TO MANUSCRIPT 1].
Study design
This study used a theory driven mixed‐methods approach to guide the design,
data collection, and the analysis. Specifically, a parallel mixed method design
(quantitative and qualitative data collection methods conducted simultaneously) was
utilized to address research objectives. This paper focuses on the qualitative design,
which explores perceptions of risk factors of depression in Latina breast cancer
survivors. The qualitative phase served to achieve expansion (greater depth of
investigation), initiation (exploration), and triangulation (seeking convergence of data
sources) in mixed‐methodology (Greene, et al., 1989; Johnson & Onwuegbuzie, 2004),
which is important to inform and provide context to findings from the quantitative
phase.
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Theoretical framework
Contextualizing this population within the ecological framework was necessary
to understand the complex underpinnings of depression in Latina cancer survivors. Two
main theories were combined; (1) Ecological Model for Health Promotion (1988) to
frame and guide this research study using a multi‐level approach (e.g., intrapersonal,
interpersonal, community‐societal), and (2) the Cognitive Stress Theory (1984) to hone
in on individual level, cognitive risk factors of depression. This research study was also
informed by the work of Martinez Tyson (2008) who used the Critical Biocultural
Anthropology theoretical framework (Leatherman, 1996). Martinez Tyson also used two
social support theories (Berkman and Glass’ (2000) Social Support Theory and the Stress
Buffering Model for Social Support (Lehto‐Jarnstedt, et al., 2004)) to understand social
support among immigrant Latina breast cancer survivors using an ecological
perspective.
In brief, the Ecological Model of Health Promotions captures both individual and
broader environmental factors. The four core principles of an ecological model of
health behaviors as outlined by Glanz et al. (2008); specifically state, (1) there are
multiple influences on specific health behaviors, including factors at the intrapersonal,
interpersonal, organizational, community, and public policy level; (2) influences on
behaviors interact across these different levels; (3) ecological models should be
behavior‐specific, identifying the most relevant potential influences at each level, and;
(4) multi‐level interventions should be most effective in changing behavior.
[Insert Figure 3‐1]
98

The Cognitive Stress Theory provides a simplistic view on the process by which
the antecedent variables (person and environment) and moderating variables (appraisal
and coping) affect the outcome variables (depression or no depression). The
transactions between the individual and his or her environment are seen as a dynamic,
mutually reciprocal, and have a bidirectional relationship (Folkman, et al., 1986; Lazarus
& Folkman, 1984). This study used the revised model proposed by Folkman and Greer
(2000), which includes positive psychological states (see figure 1) to capture cultural‐
specific factors such as familism (strong connections to immediate and extended
family), and spirituality (prayer, belief in a higher power) (Ashing‐Giwa, et al., 2006a;
Larkey, et al., 2001; Martinez Tyson, 2008).
Study Sample
Sixty‐eight Latinas diagnosed with breast cancer at least three months post‐
diagnosis (to exclude women with adjustment disorder (Dwight‐Johnson, et al., 2005))
and up to five years from their diagnosis were interviewed. Participants were at least 18
years of age and self‐identified as someone of Latino decent with origins from South or
Central America and the Spanish‐Speaking Caribbean. Women with an Eastern
Cooperative Oncology Group (ECOG) performance status of 4 or greater
(advanced/terminal stage of disease), or who had a cancer recurrence were excluded.
Although differences in the prevalence of depression between women with early and
advanced stage breast cancer remains inconclusive, women at advanced stages
experience a different set of risk factors (Kissane, et al., 2004; Massie, 2004).
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Recruitment
Recruitment efforts took place in West Central Florida. Participants were
recruited primarily from Latino cancer support group organizations, health fairs, health
outreach events and Spanish places of business. Purposive quota‐sampling and
snowball sampling methods were employed to ensure equal representation of Latino
sub‐ethnicities (South and Central Americans and people from Spanish‐Speaking
Caribbean).
The participants were recruited through outreach workers, social workers,
health‐provider staff, and other community workers. Potential participants were
provided with a recruitment flyer with contact information. Interested potential
participants called the contact number and spoke to an IRB approved research staff to
get specific information about the purpose of this study. If potential participants were
still interested, staff asked questions to confirm eligibility, scheduled a time to go over
the verbal informed consent and scheduled an interview time for eligible participants.
Semi‐structured guide
The semi‐structured guide (appendix 3‐3) was based on the theoretical
framework and developed to capture the perceived psychosocial, cultural, and cancer
prognostic/treatment‐related risk factors of depression. Specific constructs from the
theoretical framework included in the semi‐structured interview guide were appraisal,
coping, positive psychosocial states, and intrapersonal, interpersonal, and community‐
societal levels of influences. Interviews took between 20‐30 minutes to complete and it
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followed the quantitative, research‐administered questionnaire described by Aguado Loi
[REFERENCE MANUSCRIPT 1].
Translation of interview guide
The first author, who is bilingual, bicultural, and versed in research methods, led
translation efforts using a modified version of the Brisling 7‐step translation method
(Lopez, et al., 2008). The iterative translation process allowed for materials to be
continually revised with each step of translation and during pilot testing. Research
materials were also reviewed by a team composed of the members of the oncology
community, local health promotoras (lay health educators), and academics to ensure
language was well understood (e.g., jargon/colloquialism free) and written for a lay
audience.
Pilot testing
All final drafts of the semi‐structured guide were pilot tested with five Latina
cancer survivors in the West Central Florida area; at least one woman was required from
each Latin region of origin. The researcher completing the interview took note of any
words or phrases that were unclear by the participants and asked participants for
recommendations (were questions clear and easy to understand, were changes needed,
were there any questions missing). The primary author then incorporated changes
iteratively with each questionnaire until it was satisfactory that all questions were
understandable, culturally acceptable, and free of ambiguity.
This study was reviewed by the Institutional Review Board (IRB) at the University
of South Florida in Tampa, Florida.
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Data Collection
Eligible participants were verbally consented prior to entering the study in their
native language. Participants were informed about the purpose of the study, benefits,
risks, and confidentiality in their language of preference (English or Spanish). Prior to
data collection, a copy of the informed consent form along with the questions and a
mental health guide were emailed or mailed to the participant’s home. Participants
were considered as providing consent when they provided verbal consent and
participated in the interview. Following the informed consent, participants took part in
a 15‐25 minute researcher‐administered questionnaire containing psychosocial, cultural,
cancer‐related and demographic questions [REFERENCE TO MANUSCRIPT 1]. Specific
instruments in the main research‐administered questionnaire included self‐reported
demographic and cancer‐prognostic/treatment questions, and measured for cognitive
coping and appraisal attributes (Carver, 1997),(Ahmad, 2005). Depression was assessed
through the Patient Health Questionnaire‐9 (PHQ‐9) (Kroenke, et al., 2001; Lowe, et al.,
2004) with the Endicott substitutive criteria applied (Ciaramella & Poli, 2001). This
specific measure is not a diagnostic tool for depression; instead, increasing scores
indicate a greater risk or likelihood of depression. After the completion of the research‐
administered questionnaire, the participant was given the choice to continue on to the
semi‐structured interview or to reschedule to a future date and time for the interview
to avoid participant fatigue. However, all participants chose to continue with the semi‐
structured interview immediately after the questionnaire.
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Three trained, bilingual researchers completed the semi‐structured interview
over the phone during the scheduled interview time and audio‐recorded the interviews
to reduce omission of data during data analysis. This data collection method was
chosen due to resource limitation (funding, current high gas prices, limited staff and
time) to conduct interviews with 68 women. Although face‐to‐face contact may be
considered ideal to build rapport with the participant, studies have demonstrated that
telephone interviews can capture comparable information to mail‐in interviews and
face‐to‐face interviews (Cook, et al., 2003; Hawthorne, 2003; Korner‐Bitensky, et al.,
1994; Midanik & Greenfield, 2003; Smith, et al., 2009). Participants were also given the
option of face‐to‐face interviews; however, only 5% of participants chose this option
due to difficulties hearing or aversion to speaking on the telephone. There were no
noticeable differences in the quality of the information provided over the phone or in
person, perhaps because a relationship was established with most participants prior to
data collection (e.g., through trusted leaders in the community or time to build a
relationship between recruitment and data collection). Participants received a $20 gift
card after completing a minimum of the research‐administered questionnaire as a sign
of appreciation for their time committed to this study.
Those participants whose scores were above 15 points or scored positively on
the suicide ideation item on the PHQ‐9 were linked to a mental health resource (e.g., a
Spanish‐speaking mental health counselor if the participant agreed). Following the
interview, all participants were reminded of the mental health resource guide previously
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given to them specifying accessibility to free or low cost services with Spanish‐speaking
staff.
Data Analysis
All interviews were recorded and transcribed. The transcriptions were compared
with written field notes to prevent misinterpretation of the data and to provide
additional input to the investigator. Two bilingual research members coded the first five
interviews to increase inter‐coder reliability, assess concordance, and to reconcile
discrepancies. Next, 10% of the interviews were randomly selected for double coding.
Inter‐coder reliability was assessed using Cohen’s Kappa. Adequate inter‐coder
reliability was achieved (k=0.70‐0.80) (Bernard & Ryan, 2010) and discrepancies were
later discussed until 100% agreement was achieved. Verification check of findings were
sought through an informal presentation of findings to a group of Latina breast cancer
patients and face‐to‐face conversation with participants to establish trustworthiness of
the interpretations.
An a priori codebook was developed based on theory and the literature review
but still allowed for emergent themes to be included. Thematic analyses were
performed for each transcript until theme saturation was met (at the 25th interview).
After saturation was met, the investigator coded 10 additional transcripts to increase
trustworthiness that all themes were valid and that no other themes were missed. This
step demonstrated no new themes, thus, a random 10% of the remaining transcripts
were selected for additional coding. The field notes of the other remaining transcripts
were reviewed to ensure no new emerging themes. Again, no new themes emerged
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from these last two steps. Once the investigator felt assured that saturation was met,
the remaining transcripts were coded based on main themes sought in the previous
steps.
Once all data were coded, content and thematic analyses were completed to
address research questions. In thematic analysis, axial codes were created to group
core themes and co‐occurring themes to each theory construct. Memos were
frequently completed with each transcript to aid and inform final analysis. Only salient
themes, defined as a theme discussed by at least 10% of the population, were included
in this paper. Atlas.ti 6.0 was used for data organization and analysis of themes.
Content analyses were completed to compare the distribution (percentages and
counts) of themes by region of origin and by presence of depression symptoms, which
was determined through the PHQ‐9 with questions substituted according to the
Endicott Substitutive Scale. Individual transcripts were reviewed to identify the
presence of salient themes from the thematic analysis. Each salient theme was assigned
a “1” if the theme was present at least once on the individual transcript or assigned a
“0” if absent. The means of each group (NDS=No Depression Symptoms versus
DS=Depression Symptoms and South/Central America versus Spanish‐Speaking
Caribbean) were later analyzed using Mann‐Whitney U Test (non‐parametric equivalent
of an independent sample t‐test).
Descriptive statistics, specifically count, percentages, mean, standard deviation
were run with demographic data by presence of depression symptoms and by region of
origin. Bivariate analysis examined differences between these groups. Continuous or
105

ordinal variables that were normally distributed were compared with an independent
sample t‐test or non‐parametric equivalent Mann‐Whitney U Test. Categorical variables
were compared by Person’s chi‐square test or Fisher’s exact test between groups. IBM
SPSS Statistic 20 software was used for all statistical analysis.

Results
All 68 women participated in the semi‐structured interview. Table 3‐1 describes
the demographic characteristics by presence of depression symptoms and by region of
origin. Overall, women in each group were comparable on most socio‐demographic
characteristics. Women showing depressive symptoms (DS) (54.7 mean years, 9.5 SD,
t=.45, p=.65) and women in the South and Central America region of origin group (52.6
mean years, 9.4 SD, t=‐2.21, p=.03) were younger compared to their group counterpart.
Women showing depressive symptoms had a larger representation of women from
Spanish‐Speaking Caribbean countries (54.8%=DS vs. 48.6%=NDS, χ2= .26, df=1, p=.64),
had a larger representation of high school or advanced education degrees (77.4%, t=‐
.38, p=.71), but had the least number of women married (51.6%, χ2= 2.84, df=2, p=.24).
Only 8.8% (n=6) of the women were U.S. born whereas the majority were born in (in
descending order) Colombia, Puerto Rico, Dominican Republic, Cuba, Mexico, and other
South/Central American country . Women with South and Central American regions of
origins (17.0 mean years, 11.6 SD, t=3.59, p=.001) had lived in the U.S. less years
compared to other groups. The majority of women (75%) spoke English less than well.
Unemployment was highest among the DS group (38.7%=DS vs. 8.1%=NDS, χ2= 9.63,
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df=3, p=.02) and correspondingly reported a lower annual household income of less
than $10K (32.3%=DS vs. 13.5%=NDS, p=.29). Women from Spanish‐Speaking Caribbean
region of origin also had a similar trend with regard to unemployment (χ2= 7.41, df=3,
p=.06), and had the largest representation of household income less than $10K
compared to the South/Central American region group (p=.71). Yet, a greater number
in the NDS group felt their household income was less than sufficient (75.7%=NDS vs.
71.0%=DS, χ2= 2.54, df=2, p=.28) and reported greater numbers of women without
health care coverage (24.3%=NDS vs. 19.4%=DS, χ2= .24, df=1, p=.62). Similarly, more
women in the South/Central American group were without health care coverage
(p=.04).
[Insert table 3‐1]
Themes are presented and organized according to the Ecological Model (Table 3‐
2). Salient themes in the intrapersonal level were acceptance, death sentence, helping
oneself, poor body image, optimistic/positive thinking, remaining strong, side effects,
distraction, gained benefits from having cancer, and spiritual beliefs. Salient themes in
the interpersonal level included death of a family member, disclosure of diagnosis to
others, need for social support, spouse/partner changes, and worry for family. On the
community level (institution, organization, community, policy), the salient themes were
cultural norms, discrimination, need for support from medical institution, and lack of
access to care. Three themes that cross‐cut all levels of the Ecological Model included
lack of knowledge and awareness, unemployment, and language barriers.
[Insert table 3‐2]
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Intrapersonal level ‐ Cognitive factors
Acceptance. A woman’s ability to accept that she has cancer, treatment course,
and side effects was described as the first step to coping with the negative emotions
that may emerge. Acceptance can also happen through one’s own spiritual beliefs.
“When I was first told I had cancer, I accepted it. It was the first thing I
did. But when I was told ‘I could be saved’ I spoke with God. I said ‘okay
lord if you allowed this [cancer] it’s because you will give me
opportunities and you will help me persevere and have faith from this
moment on… if I hadn’t accepted it, it would have been very difficult to
deal with the situation …” [Colombian, NDS, ID008]
In general, more women with no depressive symptoms (NDS ‐ 43.2% vs NS – 35.5%,
p=NS) and more women from the Spanish‐Speaking Caribbean region of origin (42.9%,
p=NS) accepted their illness at the initial stage of diagnosis. These women also believed
that those who do not accept their illness are more likely to be depressed. Acceptance
was also described as a necessary step to improve one’s outcome. Specifically,
acceptance allowed people to be more open to seeking peer support, talk about their
illness, and seek care for cancer and treatment. A small percentage of women who
showed depressive symptoms discussed acceptance of illness after reappraisal of initial
thoughts (initially 18.8% up to 31.3%).
Death Sentence. A theme that resonated among participants was how a cancer
diagnosis is equated to a death sentence (48.6%=NDS, 45.2%=DS, p=NS;
39.4%=South/Central America, 42.9%=Spanish‐Speaking Caribbean, p=NS). Other
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emotions discussed were shock, disbelief, fear, worry, anger, and sadness; however,
some of these feelings were described to wane after their initial diagnosis. The threat of
death, on the other hand, was felt throughout the cancer experience. Those who felt
cancer as a death sentence initially made arrangements in preparation of their death
(e.g., funeral, care of children) shortly after being notified of a cancer diagnosis while
others continued to live their lives with the threat or fear of death continually on their
minds because of cancer recurrence. On an interpersonal level, sometimes the
woman’s personal experience with a family member or community fostered feelings of
imminent death.
“ [The doctor] said it’s confirmed that I have cancer. I’ll never forget this
day…The first thing I asked him was how long do I have to live?...I was in
my late 20s when my mother died, and she was diagnosed with cancer
when I turned [early 40s] years old, obviously I thought I was going to
die…he said to me in English “I can’t answer this question.” My husband
was with me. The first thing that happen was ‘I am going to die. Who
will take care of my father who lives in Colombia and my brother who are
very poor? Who will be with my husband when I am gone?’ … I wanted it
to be another woman to take care of him. When we left [the doctor’s
office] I immediately asked him for a divorce. I told him I wanted to die in
Colombia.” [Colombian, DS, ID010]
Helping oneself. Another factor discussed relating to depression was helping
oneself. Helping oneself was described as seeking care for depression or cancer
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treatment, seeking peer support, not isolating oneself from resources or peer support,
having the mindset to fight cancer, or taking steps to improve one’s health outcome
such as changing nutritional habits or increasing physical activity level. More women
with no depression symptoms discussed actions related to helping oneself and doing
their part to improve their situations as compared to those showing depression
symptoms (85.5%=NDS, 61.3%=DS, p<.05). This was also a salient topic by region of
origin (75.8%=South/Central America vs. 74.3%=Spanish‐Speaking Caribbean, p=NS).
The following quote was in a response to any community, government program, policy
or medical institution factors that could help prevent depression.
“If you don’t help yourself, even if the president brings all his followers, you
will not help your situation. You must do your part to help yourself. Open
yourself and say ‘No, this can happen to anyone as it happened to me, I will
overcome this…’ I don’t think anyone can help you more than yourself. ”
[Dominican, NDS, ID006]
Poor body image was another reoccurring theme among the participants by
presence of depression symptoms (24.3%=NDS, 35.48%=DS, p=NS). This theme also
varied by region or origin; persons from Spanish‐Speaking Caribbean regions of origin
raised this point more frequently (15.2%=South/Central America vs. 37.1%=Spanish‐
Speaking Caribbean, p<.05). Women discussed their dissatisfaction with their scar
because of a lumpectomy, mastectomy or reconstruction, inability to get breast
reconstruction because of insurance limitations or medical indication, and their loss of a
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breast. A woman’s breasts were viewed by more than 10% of the participants as a sign
of femininity (e.g., beauty of a woman to herself or significant other).
“Yes, [I felt less physically attractive] in the beginning after the
mastectomy. At the same time they started the reconstruction, but in the
beginning until after the reconstruction you are not the same. It’s like a
piece of meat with a scar from one end to the other like a football, and
it’s not really a breast. Well you look and obviously you don’t feel like the
attractive woman as before. You are not complete. So yes, you feel less
attractive. I would say ‘oh my God how will I ever show myself in front of
a man with this breast.’ If I was to get married again I will have to deal
with this before it happens.” [Dominican, NDS, ID030]
Optimism/Positive thinking. Having a positive outlook on life and any situation
that may arise was also discussed as necessary to prevent depression. More women
with no depression symptoms (65.2% =NDS, 37.5%=DS, p=NS) and women from
South/Central America region of origin (60.6%=South/Central America vs.
54.3%=Spanish‐Speaking Caribbean, p=NS) discussed being optimistic either as their
personality trait or as a way of thinking to overcome difficult situations. These women
mentioned that those who have a negative outlook are likely to have things go bad for
them, be depressed, or not seek resources to get out of their depression.
“If you are negative from the very moment [you are told you have cancer]
you are already thinking the worst, you will not help yourself…you think
111

that you will die, and you think that this or that will happen, and you
don’t have hope to be cured and persevere, that is very bad...because
they [people who think negative] cause themselves to be depressed; they
themselves affect their way of thinking and their way of being.” [Cuban,
NDS,ID029]
Within the theme of optimism/positive thinking, the concept of hope (optimistic
outlook that things or health will improve) was discussed least among women who
showed depression symptoms (34.8% =NDS, 12.2%= DS, p=NS).

Hope was either

derived from women’s own spiritual beliefs, past family experience with cancer,
knowing someone who was a cancer survivor, or general knowledge of available cancer
treatments that have shown success.
“In any Christian religion we are always taught that after the darkness
there is light. And you have to have faith, you have to have hope, and not
allow yourself to lose hope because when you lose hope that is when you
reached the end” [Peruvian, NDS, ID011].
Despite expressing hope, women still expressed fear of death or recurrence, as
illustrated in the following quote:
“[My feelings of fear, that I was going to die, and that cancer was unfairly
brought on to me because of all my efforts to prevent an illness] have
changed [because]I have hope, I have something that I cannot control in
that at this moment I am now in God’s hands… [However,] I am still a
little worry. You live with this [fear].” [Colombian, DS, ID021]
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Remaining strong is a characteristic described by women as necessary to protect
family from emotional distress (29.7% NDS, 22.6%=DS, p=NS; 33.3%=South/Central
America, 20.0%=Spanish‐Speaking Caribbean, p=NS). The need to protect their family
from emotional distress may also include not disclosing illness with family members as
illustrated in the below quote:
“I don’t know [what else I felt when I was first diagnosed]; cry because I
am like that, very sensitive… On one hand I had fear, but on the other
hand I wanted to act strong because I never like for my family to suffer for
me…at that time my boy was [under 10] years of age and he would say
‘What’s wrong mommy?’ and I couldn’t tell him what it was.” [Mexican,
DS, ID033]
Remaining strong was also described as a characteristic that allowed them to see their
situation in a positive light and help themselves.
“When I was diagnosed with cancer, [my family] provided little support.
Because they themselves had other obligations there [in Colombia]… But,
I always had lots of strength and I turned myself into God, and I saw
everything in a positive light. I had lots of trust in my doctors and I
underwent all my treatments thinking about a better future.” [Colombian,
NDS, ID012]
Side effects. Cancer and treatment immediate side effects and its sequela were
often discussed as a source for causing depression (62.2%=NDS, 54.8%=DS, p=NS;
54.5%=South/Central America, 62.9%=Spanish‐Speaking Caribbean, p=NS). Side effects
113

and sequela were discussed as affecting one’s self‐esteem and spouse/partner
relationship because of changes in one’s physical appearance, reduced daily function
and ability to do things once enjoyed, reduced physical capacity to provide for one’s
family, and changes in one’s disposition (e.g., more anger, frustration, sadness). Among
women showing depressive symptoms a theme that was discussed more frequently
over those women not showing any depressive symptoms was side effects related to
chemotherapy, losing the breast(s) and physical limitations.
“When you have physical limitations it is frustrating when you want to do
something, but you can’t…For a year I could do very little with that arm
[with mediport because I was unable to lift more than 10 lbs]. So with the
other [arm] I could do nothing because that’s where they did the
mastectomy…because they [doctors] say that I will always be at risk for
that illness where your arm swells [lymphedema]…With that arm I have
to keep it elevated…I cannot sleep well because I have to be careful not to
pin down my arm, I can’t sleep on top of my arm. I have to have several
pillow positions and other things to be able to sleep. Well all those things
are frustrating. You feel sad, you feel depressed and that happened to
me many times.” [Puerto Rican, NDS, ID005]
Other intrapersonal factors: Meaning‐based or problem‐based coping
Distraction was often discussed by the participants as a strategy to get out of
depression (81.1%=NDS, 75.2%=DS, p=NS; 69.7%=South/Central America,
85.7%=Spanish‐Speaking Caribbean, p=NS). Activities discussed as forms of distraction
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included prayer, reading, walking, listening to music, watching television, going out of
the house, taking care of children, helping others, attending support groups and
participating in activities. Family and peers served as a distraction from the illness by
engaging women in activities especially those that were outside of the home.
“I took care of a niece and that motivated me a lot. I was always with
her. I was busy taking care of my house in Colombia, with my family, my
mother and father. So, that is important, staying busy. Not becoming
unfamiliarized with [cancer] and dedicate yourself to getting the
treatments. But you have to look for other modes of distraction. You
cannot always have in your mind, ‘I was diagnosed with cancer, I have
cancer’, because then your life will never return [to normal], you will be
depressed.” [Colombian, NDS, ID012]
Gained benefits from having cancer. More than half of the participants in all
groups discussed what they learned from their cancer experience and what they have
gained. One woman even said ‘cancer was a blessing’ because it brought her closer to
God and made her realize that she needs to improve her nutritional habits. Women
mentioned how cancer brought them closer to their families and God, appreciate life,
improved their nutritional habits and level of physical activity, learned to value and
prioritize themselves, made them stronger, and opened new opportunities to programs
or new networks of support. The quote below illustrates how cancer changed a
woman’s life. She describes it as “the most beautiful experience in her life.”
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“There are many things during the illness of cancer that you learn to
appreciate…I learned to appreciate many parts of my body like my nails,
eyelashes because when I had them I didn’t understand their function.
…So, I have everything once again thanks to God…because I was dead
spiritually, I thought I was alive, but no, I was dead. So that part of
cancer was the best experience because my faith increased, and I got to
know God better.” [Colombian, NDS, ID008].
Spiritual beliefs. Imbedded within most of the interviews was having faith and
leaning on their spiritual beliefs for support. In fact, faith was one of the most talked
about subjects among the women especially among women showing no depressive
symptoms (81.1%=NDS, 64.5%=DS, p=NS) and in women from Spanish‐Speaking
Caribbean region of origin (69.7%=South/Central American, 77.1%=Spanish‐Speaking
Caribbean, p=NS). Faith served many functions to help deal with the challenges faced
by women such as providing hope, strength, and distraction. Over 20% of woman
mentioned that the lack of faith makes a person vulnerable to depression.
“Many times when we don’t have faith, when we don’t believe in God,
when we don’t have a firm belief that is what causes us to fall apart.”
[Dominican, NDS, ID006]
Interpersonal risk factors
Death of family members. Events that occurred among the people who were
close with the woman such as a death of a family member were also shared as causing
depression. More women who showed depression symptoms (32.4%=NDS, 41.9%=DS,
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p=NS) and slightly more women from Spanish‐Speaking Caribbean region of origin
(36.5%=South/Central America, 37.1%=Spanish‐Speaking Caribbean, p=NS) discussed
this theme. Women with no depressive symptoms were more likely to speak of death
of a family member as a reminder of how fragile life is or prepared them to face cancer,
whereas those showing depressive symptoms spoke about it as a reminder of their
death sentence because of cancer. More than 10% of women described the death of a
family member (mother or husband) as worse than cancer. Some of these women faced
losing a loved one during the early treatment phase of their cancer, which made it
harder for them to recover physically and emotionally from cancer.
“When my husband died in [month]. That affected me more than this
illness [cancer] and surgery [mastectomy].” [Dominican, NDS, ID003 –
with history of depression at the time of her husband’s death]
Disclosure of diagnosis to others. An emerging theme was sharing or withholding
cancer diagnosis from family and peers (37.8%=NDS, 35.5%=DS, p=NS;
39.4%=South/Central America, 34.3%=Spanish‐Speaking Caribbean, p=NS). Withholding
of information was done to avoid burdening the family or making the family suffer.
Women with no depression described this as harmful to ones’ recovery process because
this process does not allow support from others to take place. More than 10% of
women (mostly those who withheld cancer diagnosis) felt relieved and received support
from family members once they were open with their family members and peers.
“I had a sister who had cancer and she died in my arms from the same
thing I have. That’s why I did not want my mother to know because she
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became a bit rebellious. She started to question God…I said to myself ‘she
will fall back to the same [and] I don’t want [her] to.’ That’s why I didn’t
say anything.

I said ‘well, we’ll have to go through this within us

[immediate family] and nothing more. If something was to happen to me,
you will let her know afterwards, but don’t say anything.’ [I told my
mother 6 months afterwards by mistake and] I felt as a weight has been
lifted from me.” [Puerto Rican, DS, ID058]
Need for social support. The need for social support was another topic discussed
most often by women (83.8%=NDS, 80.6%=DS, p=NS; 78.8%=South/Central America,
85.7%=Spanish‐Speaking Caribbean, p=NS). Social support was discussed in the context
of support from family and peers, and in terms of social support groups. The lack of
social support was discussed in a bidirectional manner. On one hand, women were their
own barrier to receiving support because of themes discussed above such as lack of
disclosure, negative thinking, and not wanting to help oneself, or as a result of isolation
caused by depression. On the other side of spectrum, barriers to social support were
the lack of availability or lack of appropriate social support to adequately satisfy
emotional needs.
The lack of support from family and peers made women feel alone, sad, and
even abandoned from love ones.
“Perhaps it’s because we are so focused on what is going on in our lives
that we forget those who are sick. And when you are going through
cancer you need [family support], and sadly I did not receive this from my
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family, my sisters, which I have many… I was going through chemo and
radiation, and you feel so bad not having this support. That support was
very important; that one can be with that person and feel that someone is
there during that time.” [Mexican, DS, ID019]
The quality of the social support matters more than quantity in terms of feeling
cared for and supported. Women expressed that they felt alone even in presence of
family members and peers because they felt they were not understood. When asked
what they expect from family members and peers, women mentioned that family and
peers should not feel sorry for them. They should be compassionate with them while
carrying on with normal daily activities.
“I think it’s very important that people know that when you are there,
that they don’t only ask ‘how was chemotherapy, how was radiation, how
does the surgery go, show me I want to see?!’ Instead they should talk
about other things not just about the illness because that also generates
lots of depression.” [Colombian, DS, ID013]
Women also wanted to feel that family and peers were concerned about them.
Sometimes receiving family support can be hindered by physical distance from family
and friends back in their home country. One woman shared the need for more support
from neighbors in the United States.
“I don’t feel like [that] in my country, people there are very helpful, they
come and visit, they share, they pray, and then here your next doors
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[neighbors], if you die they don’t even care who you are, and that’s what
we need, we need a community” [Guatemalan, DS, ID050]
Women also discussed the importance of social support groups in the recovery
process such as knowing one is not alone and learning and talking with others going
through similar cancer experiences; however, access to support groups was limited due
to distance and availability in the local area. Women also discussed how social support
groups could also be a source of stress. Some support groups presented information
that was a constant reminder of death or burdened women upon asking for donations
while facing their own personal financial hardships.
“It’s like [support groups] are always reminding us [of cancer]. I think
they should put us to paint, make crafts – a pillow or something…or some
exercise…One day I went, [and they brought] a funeral home to speak
with us. I was like ‘HELLOOO. Please inform me because that day I will
not go’….We know we have to take care of ourselves, but don’t remind us
all the time…But that, of bringing that doctor [to speak at the group]
because you can get cancer in the ovaries, well that caused me lots of
stress…I even spoke with my doctor so he can send me to get my ovaries
and uterus removed…It’s unnecessary worry. I said well [cancer] is going
to cause me this, [cancer] will come back here.” [Puerto Rican, DS, ID009]
Spouse/Partner changes. Cancer does not only affect women’s view of
themselves, but it also affects how a man views a woman because of the many physical
and emotional changes from cancer. These changes had an impact on personal
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relationships with a spouse/partner and caused changes in the dynamic of these
relationships. Women discussed their personal stories, or knew of someone, with
regard to a divorce, changes in their sexual intimacy, changes in the way men view
women, and how men can become overwhelmed with the treatment process. Women
in all groups discussed how changes in relationships can cause someone to be depressed
(37.8%=NDS, 35.5%=DS, p=NS; 39.4%=South/Central America, 34.4%=Spanish‐Speaking
Caribbean, p=NS).
“Someone who has a mastectomy...from there, life, marital, the
relationship, will never be the same. It changes because as much as you
want to try, you will always feel uncomfortable, you feel bad, even
looking at yourself in the mirror you feel bad. Because you see, it’s like if
you were mutilated, because they are taking a part of your body that is
essential…especially for us women. As much as you [try] it’s always sad,
frustrating, [and] delicate. I find that the relationship between the couple
always changes.” [Puerto Rican, NDS, ID005]
The issue of divorce as a risk factor for depression was discussed most often among
women showing depression symptoms. The quote below was from a woman who
thought because her cancer was found early she would not have to do more than a
lumpectomy. She shared how this affected her, her husband, and the affect her peers
had when they had a similar situation.
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“To undergo a complete mastectomy…was a blow [to my face], that I was
going to lose my breasts, which for me was what sparked the passion in a
couple, or in a man, my husband in my case. For my husband it was very
difficult to know that they [doctors] will remove them. It was very hard.
Also he got scared when he learned that in addition to not having breasts,
I was going to be bald, yellow, without hair, without eyebrows, without
anything. So my fear was that he would abandon me. That was very
frightening…There were divorces, or similar things, among my other
friends. I had other friends who their obsession was to get very large
breasts to win over their husband.” [Colombian, DS, ID010]
Worry for family. A concern for the family, especially for young children, was
spoken by more than half the participants in both sets of groups (62.2%=NDS,
61.3%=DS, p=NS; 63%=South/Central America, 60%=Spanish‐Speaking Caribbean, p=NS).
Most women thought of their families when they were first diagnosed with cancer.
Women expressed worry and fear of how possible death or side effects may affect the
family dynamic. This concern was shared among all groups as a possible risk for
depression as a result of increased worry and fear for family. In at least 10% of women,
worry for family may have affected the choice of disclosing their illness, as discussed
above, to not cause family burden.
“[When first diagnosed] I thought of my family, I had two children [a
toddler and baby]…I thought I was going to die. Who would I leave them
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with as I was in different country; I only had my husband here [in the
U.S.].” [Colombian, DS,ID013].
Community risk factors
Cultural norms. Women spoke of the unique culture beliefs that have an impact
on women’s emotional health. This theme was spoken the least amongst all other
themes (10.8%=NDS, 16.1%=DS, p=NS; 18.2%=South/Central America, 8.6%=Spanish‐
Speaking Caribbean, p=NS), but it remains a salient issue among women. Specific beliefs
mentioned were cancer is taboo, cancer is a punishment from God or because of
something done wrong in the past, and men not allowing women to undergo a
mastectomy because of their personal beliefs or machismo.
“[My family] was always attentive [concerned] for me. It was only my
husband. A week before my surgery he did not want me to get the
surgery because someone told him that I would live less than if I went
through the surgery…My daughter had to sign for me to get my surgery
because he did not want to. That was what made me feel bad because I
thought he was not supporting me.” [Mexican, DS, ID033]
The following quote describes how women feel depressed if they believe cancer was
caused by something they did wrong. Towards the end of this interview, this participant
mentioned that these women do not disclose they have cancer to their families because
of this stigma.
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“[Women feel depressed] if you think you did something, that it is your
fault you have cancer. I don’t think it is true that you do anything for it to
happen. So this can cause you to be sad.” [Puerto Rican, NDS, ID020]
Discrimination. The topic of discrimination was brought up by women as causing
depression, mostly with women showing no depression symptoms (21.6%=NDS,
3.2%=DS, p<.05) and by women in the South/Central America region of origin group
(18.2%=South/Central America, 8.6%=Spanish‐Speaking Caribbean, p=NS).
Discrimination was felt mostly at the workplace and in their communities. In the
workplace, women have experienced reduced work hours and layoffs or demotion from
jobs because employers automatically assumed they could not keep up with workload
or numerous work absences.
In the community, women described being rejected by others especially from
strangers at public places as if they had a contagious illness. When asked why they were
being rejected, a couple of women mentioned that it was because of one’s physical
appearance and resemblance to having AIDS.
“[A factor on a community level that causes depression is] the ignorance
that exists on the subject [cancer]…these are people who form their
opinion and say ‘ah that person has cancer’ at first instant without
knowing if it is cancer. Or they think you have AIDS because of your
appearance or another illness…I lived it. From the few times I went out
after my treatments, I saw people move from the [store] line I was at to
another or did not want to be close to me. I know it is because of my
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physical appearance, even though I would always be well dressed. They
would see my color compared to everyone else and I did not have hair.
[Puerto Rican, NDS, ID026]
Another group of women also discussed fear of racial discrimination at the medical
institution or out in the general public.
“[People are fearful of going to a medical institution] if you don’t speak
any English…or because you will be rejected from the hospital and from
people…When you arrive at a hospital you think they will treat you bad,
or because people will view you as ugly because you are not White, you
are not American, they will look at you bad.” [Costa Rican, DS, ID038]
Need for support from medical institutions. The lack of sensitivity from medical
professionals in a delivering a cancer diagnosis, leaving the patient uninformed about
their cancer and its treatment, and not being able to communicate with doctors who
only speak English was discussed with about half of the participants (54.1%=NDS,
45.2%=DS, p=NS; 57.6%=South/Central America, 42.9%=Spanish‐Speaking Caribbean,
p=NS).
“If my cancer returns, I am now aware that I won’t undergo chemo…I
think [doctors] need to deal with their patients a bit differently. They
can’t continue with sealed lips… because they don’t want to talk. Only,
‘okay, you are going to have a mastectomy, we are going to give you the
surgery in such day, you have to schedule it and then the chemo, we are
going to give you chemo, you are going to have to schedule for chemo’ oh
125

great, you know, but that’s it. Oh, we are going to send you to a
nutritionist so you can eat well … oh please, that’s all bullshit. The chemo
superseded everything, forget about it, there is no nutrition…[After
notification of a cancer diagnosis and treatments] follow it up, follow it
up, because if you know what will happen, you can say “I chose to” …
But, they didn’t give me this [choice]. I am bothered by this because this
was not my choice.” [Dominican, NDS, ID032]
A salient concern shared by these women was in the manner they were
informed about their cancer diagnosis. Some women were informed over the phone, by
chance from a medical staff member before getting notified by the doctor about their
diagnosis, or in front of young children. Those women who received the news by phone
described situations where they were not in a position to hear such sensitive news (e.g.,
while driving or at work). This further exasperated their reaction to the news and at
times placed them in dangerous situations to concentrate on tasks such as driving a car.
“The first time you are given your diagnosis, I don’t believe it’s good to be
informed through a phone call…tell you, ‘listen I have your tests and you
are diagnosed with cancer’…it is to say, ‘bam tomorrow you will die’. I
don’t think it is ethical to be called with such news. That’s an issue that
can be improved so people won’t get depressed. Because not everyone
has the same capacity, thus, this drives you to a depression.’ [Colombian,
NDS, ID004]
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Lack of access to care. Women discussed the challenges in accessing health care
in the U.S. (64.9%=NDS, 67.7%=DS, p=NS; 69.7%=South/Central America,
62.9%=Spanish‐Speaking Caribbean, p=NS). People who have immigrated to this
country may find themselves in a situation where they do not have the financial means
or health insurance to access care. Others found challenges in keeping jobs that
provided health insurance because of absences at work for treatments or recovering
from side effects. Similarly, a spouse may be laid off from a job that provided the only
opportunity of health insurance at the time of a woman’s diagnosis. Thus, some faced a
lapse of care while applying for medical assistance that was often described as
cumbersome and challenging to qualify for, despite need. Other women mentioned
flying back to their home countries or to another state to access care that was not easily
available in Florida. As illustrated in the below quote, others faced challenges accessing
well‐known cancer centers whereas local hospitals provided assistance.
“ [Center A] supported me and helped me a lot when I got my biopsy
done… they told me to make an appointment…to get tests done to
remove the tumor...’ But they never called me… I went there, and they
told me that I don’t have health insurance and that they could not help
me. They sent me to [Cancer Center B]… The doctor [from Cancer Center
B] said come and I will take it out…but the owner from here said no
because you don’t have health insurance.’ [crying] I am alone in this
country; I don’t have the support of anything. That’s horrible and very
painful…They then sent me to a church. There I did received help... I was
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operated at [Local Hospital C]. When they gave me assistance that’s
when I received help from [Cancer Center B] because they saw I was
insured. They would send me letters, they sent me resources, books and
everything to overcome everything. That made me very sad because I
said ‘when I was uninsured nothing, they turned me way in everything,
now that I have assistance, everyone helps me’.” [Mexican, DS, ID033]
Some of these women blamed the U.S. for cultivating a culture where people were
denied access to care and where doctors’ medical decisions were driven by medical
system politics and insurance mandates.
“In this country…the issue of health is a little, like inhibiting for people
who don’t have health insurance…In the places I’ve been, I have come
across many people, women and men, who have breast cancer or any
other type and they are frighten because they don’t have health
insurance. I believe here [in U.S.] you are discriminated a lot…I believe
that they evoke lots of fear with the issue of not having health insurance.”
[Colombian, NDS, ID004]
Risk factors across all ecological levels
Lack of knowledge and awareness. About half the women expressed feeling
uninformed about cancer, expectations about treatments and its side effects, and
where to seek resources to help with needs (e.g., support, financial, health care
insurance) as discussed and illustrated in the previous quotes (51.4%=NDS, 41.9%=DS,
p=NS; 39.4%=South/Central America, 54.3%=Spanish‐Speaking Caribbean, p=NS). Lack
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of knowledge or awareness brought unwanted thoughts about their health outcome
such as threat of death, becoming too ill to care for children, or abandonment of
husband due to appearance.
Lack of knowledge among the people whom the women came in contact with
also contributed to depression. As discussed above, cultural norms unique to this
population and discrimination occurred because of what some women described as
‘ignorance’ or lack of knowledge and awareness. Women also felt changes in their
relationships and the lack of support from others could be improved if loved ones and
peers understood the cancer process and learned how to support women.
Also, the type of information out in the public was reported to cause or increase
depression, especially information that reminds them of death or possible recurrence.
Ads and the media increased reality of possible death when a famous personality died
from cancer, or caused unnecessary worry from advertisements for tests that were
unaffordable to some such as genetic testing. This type of information not only affected
women, but also their children emotionally. Information in conferences and support
groups, as discussed above, might also increase the threat of death or recurrence.
Unemployment. Women discussed the negative impact of becoming
unemployed especially when it causes a loss of resources such as health insurance and
financial security to cover daily expenses (62.2%=NDS, 64.5%=DS, p=NS;
63.6%=South/Central America, 62.9%=Spanish‐Speaking Caribbean, p=NS). Women
experienced the same negative impacts when the spouse/partner also became
unemployed. Unemployment was mentioned to be influenced by various factors such
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as disabilities from cancer, work days lost because of treatments, discrimination as
discussed above, and the financial crisis seen in the past decade. Women mentioned
awareness of government assistance programs for health care, but felt more awareness
and support was needed to support women who also face financial stress because they
are unable to go back to work while under treatment. The available programs to assist
women financially are difficult to attain because of cumbersome processes and not
meeting minimum poverty standards despite immediate needs. One woman mentioned
how having a system in place to provide some financial assistance would help alleviate
the financial stress during the waiting/approval period.
“You find yourself without the ability to work and needing so many things.
It’s bad. Like me when I was diagnosed with cancer, I had to leave my
job. In leaving my job, I could not go to unemployment (assistance),
because unemployment is when you are laid off, I had to fight to get
SSI…and my daughter from (out of state) had to pay my bills. As you can
imagine..you feel bad because I am giving my obligation to my child who
also has bills.” [Puerto Rican, NDS, ID031]
Women also expressed a desire to return to work. The reasons given varied
between participants. Specific reasons included: (1) supporting my family, (2) to pay for
household bills and expenses, (3) as form of distraction, (4) to feel useful and (5) as way
to return back to how things were pre‐cancer.
“When you are working you are entertained and you don’t think much
[about things that make you sad]. Unemployment does not bring you
130

financial resources and it’s a chain, it brings one thing and you fall back
on another…[because I am not working] I don’t entertain myself enough, I
don’t feel useful.” (Cuban, DS, ID016)
Language barriers. The inability to communicate in native language was also
discussed as an obstacle to access to care and resources, particularly with women with
low English proficiency (54.1%=NDS, 41.9%=DS, p=NS; 60.6%=South/Central America,
37.1%=Spanish‐Speaking Caribbean, p=NS). This barrier was discussed as causing or
heightening depression. Women expressed limited access to doctors who spoke
Spanish, support groups, government assistance programs and other health programs in
Spanish. Even in the presence of a family or professional interpreter, things got lost in
translation when discussing medical concerns with doctors. More than 10% of women
felt helpless because they could not communicate their needs with their provider.
“I left early from work [today] to take a person to get a medical
evaluation to obtain some assistance for disability. And so I do this
voluntarily because this person does not speak English. So then they send
them to get evaluated in a place that only speaks English. So this is a
barrier and [it] causes a person to feel frustrated and depressed because
they can’t communicate, not even express what are the symptoms they
are experiencing and the things that it affects them. (Puerto Rican, DS,
ID071)

131

Discussion
The consequences of the negative psychological effects on survivorship are
undisputed. Research has shown that distress (anxiety, depression, and/or emotional
adjustment) in patients with cancer is associated with reduced treatment adherence
and higher mortality rates (Dwight‐Johnson, et al., 2005; Satin, et al., 2009). Yet,
psychological distress is often under‐recognized by oncology professionals (Cohen &
Carlson, 2005). A contributing factor is the identification of psychological distress such
as depression while in the presence of similar cancer‐related side effects (e.g., insomnia,
weight change). These overlapping cancer‐related symptoms often mask actual
psychological concerns and challenge the early detection of underlying psychological
concerns (Jacobsen, 2009; Massie, 2004). Thus, the current study was able to
contextualize perceptions of risk factors associated with the likelihood of depression
among Latinas diagnosed with breast cancer to begin to identify potential predictors of
depression for program and intervention development.
A review of all the salient themes demonstrates agreement on a majority of
themes amongst the groups (presence of depression symptoms and by region of origin)
about their perception of risk factors for depression. “Helping oneself” and
“discrimination” demonstrated a significant difference in terms of the frequency these
themes were discussed by presence of depression symptoms. When analyzing themes
by region of origin only “poor body image” was found to be discussed significantly more
with women from Spanish‐Speaking Caribbean region of origin. This significant
difference is perhaps because more women in the Spanish‐Speaking Caribbean group
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reported undergoing a mastectomy than South/Central Americans (71.4%=Spanish‐
Speaking Caribbean, 51.5%=South/Central America).
Summary of Other Salient Themes
Women diagnosed with breast cancer in this study sample faced a number of
challenges while in treatment and throughout the survivor experience. It is easy to
assume that cancer alone causes women to be depressed, but this study demonstrated
that cancer is just one of the many concerns Latina cancer survivors face in their daily
lives. Women mentioned facing economic hardship, loss of a loved one, problems
within the family (e.g., separation from spouse or disagreements with family members),
and challenges with the U.S. system to obtain financial and health assistance as factors
that resulted in depression possibly more than cancer itself.
Women showing depression symptoms discussed acceptance,
optimistic/positive thinking, and remaining strong less than those showing no
depressive symptoms. This supports finding from an earlier study that reported women
who are more optimistic are likely to find benefits from cancer (as discussed in this
study) and, in turn have lower levels of depression (Urcuyo, et al., 2005). There was
general agreement that depression may be prevented, or minimized, by first (1)
accepting cancer and its side effects, (2) having an optimistic or hopeful outlook, and (3)
helping oneself by not isolating oneself from support and seeking help. However,
programs and support systems must be in place to facilitate the patient in this
psychological transition to help patients adjust to cancer and other challenges
experienced during the cancer continuum. Lack of assistance programs (health or
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financial) or limited accessibility to programs can hamper efforts to cope with cancer
and, thus, increase likelihood of depression. This study also showed that social support,
distractions, and faith served as an emotional buffer to deal with difficult situations.
Thus, efforts need to be in place to help women obtain these types of coping strategies
by ensuring they are accessible and well informed about the needs of Latina breast
cancer survivors.
Cultural risk factors unique to Latinas, and perhaps other ethnic groups where
English is second language were language barriers, cultural beliefs and norms. Women
who have lived or visited their home country saw a difference in how a community
embraced someone who needed support. Moreover, foreign‐born women, especially
those who have recently immigrated to the U.S., may have faced cancer and its
treatments away from their family support system back home. Some women had
feelings of guilt for leaving family members behind or experienced difficulties recovering
from stigma and beliefs held from members from their country of origin. Foreign‐born
women also faced language barriers, and experienced difficulties accessing jobs and
health assistance resources due to immigration status or not meeting the U.S. training
requirements for jobs once held in their home countries.
Limitations
This study does have its limitations, specifically transferability of findings,
potential interview bias, and reactivity. These findings represent a section of women
living in West Central Florida, where the largest Hispanic representation, in descending
order, is Puerto Ricans, Mexicans, Cubans, and Colombians (U.S. Census Bureau, 2010).
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As such, recruitment of participants was proportionally representative of the
demographic distribution in the West Central Florida area with the exception of
overrepresentation of Colombians. Furthermore, about half of the participants were
active members in Latino cancer support groups, which may dilute or over inflate
themes related to social support groups. Thus, findings should be interpreted cautiously
when drawing generalizations to all Latinos.
There are also limitations inherent with conducting semi‐structured interviews
such as potential interview bias, and reactivity. Interview bias was reduced by having a
second interviewer who had basic knowledge about cancer, treatments and challenges
faced by cancer survivors. This strategy allowed for additional probing during the
interviews and improved trustworthiness on items the principal investigator may have
overlooked or may have over analyzed. This study primarily completed interviews via
phone, which may limit the investigators’ ability to read facial or body cues. To
minimize this effect, the transcriptionist was keen on noting audio cues such as long
pauses, laughter, sighing, raising one’s voice, and crying on each transcript. Reactivity
may have also occurred. This is when a participant responds to or acts differently to a
question in a manner he or she thinks the researcher will want to hear and see.
Throughout this study (informed consent, data collection, and at the end of the study),
the principal of confidentiality was emphasized to reassure participants. Lack of trust
may also cause reactivity. Efforts were taken to improve trust with interviewers (e.g., at
least two contact points to answer questions and introduced the study prior to
participation and working with well known Latino cancer support organizations), which
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in turn can improve the trustworthiness of data provided. Study findings were also
presented in informal presentations with Latina cancer survivors to confirm the
trustworthiness of findings
Recommendations for Practice
Findings from this study suggest several recommendations for practice:
1. Comprehensive psychosocial services need to be provided to women pre‐
diagnosis, immediate following diagnosis, and throughout cancer survivorship.
These sessions should also be a venue to inform the patient of treatments and
expected side effects in their native language and in lay terms. Having multiple
sessions would help women digest the new information and improve
understanding of options while allowing women to ask questions as needed and
to, in turn, make informed decisions. The family should also be considered
during these counseling sessions to help them understand what the woman is
going through and learn how to best support the woman’s needs.
2. Provide couple counseling immediately after a cancer diagnosis to prepare
spouse or relationship partner about expected changes and how to cope with
them.
3. Mental health services and other services that provide support for women
groups need to continue efforts to help women adjust to new diagnosis and
accept cancer and its side effects. This effort needs to account for all the
structural, cultural, and systematic barriers Latina deal with on a daily basis and
be flexible to adjust to meet needs outside of cancer.
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4. The bilingual medical workforce needs to be increased in order to reduce the
level of stress at diagnosis and during treatment because of language barriers.
This step is especially necessary as Latinos are expected to make up 29% of the
U.S. population by 2050 (Passel & Cohn, 2008).
5. Additional training and policies need to be in place with regard to notification of
cancer diagnosis. For many women, cancer was equated to a death sentence,
thus, delivering notification of diagnosis over the phone was seen as unethical
and at times placed women in risky situations (e.g., driving while learning of
serious illness). Medical professions are thought to be honest with patients and
to not provide false hope, yet, women felt additional sensitivity training was
needed to deliver cancer diagnosis and information about treatments.
6. Increase public health efforts to reduce stigma related to cancer by increasing
education and awareness about cancer in the community.
7. Improve accessibility of resources to include health and financial assistance, job
placement assistance, or additional training after the woman feels she has
recuperated from cancer treatments.
8. Support groups were seen as helpful, but its organizers may benefit from
additional training to best serve Latina cancer survivors. The recommendations
that emerged from this study are: (1) to avoid topics that evoke fear of death or
recurrence, (2) to increase activities such as arts and crafts to take the women’s
minds off cancer, and (3) to increase accessibility to support groups by offering
group support through the phone.
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9. Although not discussed amongst women, the principal investigator of this study
realized that many women who were not already in support groups were
unaware of support groups in their local area. Although these women were
informed about these services after the interview, local efforts to outreach
newly diagnosed women or women who have recently moved into the local area
are warranted.
Conclusions
The Ecological Model and the Cognitive Stress Theory were useful frameworks to
capture the complexity of underlying risk factors associated with depression among
Latinas diagnosed with breast cancer. Analyses by presence of depression symptoms
and by region or origin demonstrated general agreement on most salient themes
related to risk factors for depression. Overall, the current qualitative study supports the
need for psychological and social support to help women adjust to challenges faced in
the daily lives of a Latina breast cancer survivor.
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Risk Factors Across All Levels

Community Risk Factors
(Institution, Community, Policy)

•Unemployment
•Language barriers
•Lack or limited knowledge
and awareness
•Cultural Norms
•Lack of support from medical
institution
•Lack of access to care
•Discrimination

Interpersonal Risk Factors

•Death of family members
•No disclosure to family/peers
•Lack of social support
•Changes in spouse/partner
relationships e.g., divorce
•Worry for family

Intrapersonal Risk Factors

•Not accepting
•Negative thinking/Pessimist
•Death sentence
•Not helping oneself
•Side effects
•Poor body‐image
•Lack of faith

Figure 3‐1. Ecological perspective of salient themes specific to risk factors for depression
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Table 3‐1. Demographic table by presence of depression symptoms and by region of
origin

Age (mean/SD)

All
Participants

NDS

DS

South/Central
America

%
N=68
55.4/10.4

%
n=37
55.9/11.2

%
n=31
54.7/9.5

%
n=33
(52.6/9.4)

Spanish
Speaking
Caribbean
%
n=35
(58.0/10.8)

*

Nativity
Foreign‐Born

62

91.2

34

91.9

28

90.3

32

97.0

30

85.7

U.S. Born

6

8.8

3

8.1

3

9.7

1

3.0

5

14.3

Hispanic Origin
Colombian
Puerto Rican
Dominican
Cuban
Mexican
Other
Years in U.S.
(mean/SD)

***
21
21
7
7
5
7

(24.1/17.2)

English Speaking Ability
Not at all
16
Not well
35
Well
17

College graduate
Graduate School/
Professional

12
11
6
1
2
5

32.4
29.7
16.2
2.7
5.4
13.5

(24.6/18.4)

9
10
1
6
3
2

29.0
32.3
3.2
19.4
9.7
6.5

(23.3/12.9)

21
0
0
0
5
7

63.6
0.0
0.0
0.0
15.2
21.2

0
21
7
7
0
0

0.0
60.0
20.0
20.0
0.0
0.0

(17.0/11.6)

(30.7/19.1)

23.5
51.5
25.0

11
17
9

29.7
45.9
24.3

5
18
8

16.1
58.1
25.8

9
19
5

27.3
57.6
15.2

7
16
12

20.0
45.7
34.3

13.2
10.3

5
4

13.5
10.8

4
3

12.9
9.7

4
3

12.1
9.1

5
4

14.3
11.4

23.5

8

21.6

8

25.8

10

30.3

6

17.1

20

29.4

13

35.1

7

22.6

5

15.2

15

42.9

8

11.8

3

8.1

5

16.1

5

15.2

3

8.6

8

11.8

4

10.8

4

12.9

6

18.2

2

5.7

Highest Level of Education
Basic elementary
9
Some high school
7
High school graduate
16
or GED
Vocational school or
some college

30.9
30.9
10.3
10.3
7.4
10.3

Note. *p<.05, **p<.01, ***p<.001 by chi‐square test, fisher exact tests, independent t‐test, or Mann‐
Whitney U test
NDS = No depression symptoms, DS = Depression symptoms
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Table 3‐1. Demographic table by presence of depression symptoms and by region of
origin cont…
All
Participant
s

NDS

South/Cent
ral America

DS

Spanish
Speaking
Caribbean

N=68

%

n=37

%

n=31

%

n=33

%

n=35

%

Marital Status
Married/Partner
Single/never married

38

55.9

22

59.5

16

51.6

19

57.6

19

54.3

10

14.7

7

18.9

3

9.7

4

12.1

6

17.1

Divorced/Separated

11

16.2

4

10.8

7

22.6

5

15.2

6

17.1

Widowed

9

13.2

4

10.8

5

16.1

5

15.2

4

11.4

Current Employment Status
Full time 14
Part time
8
Retired/Housewife 31
Unemployed 15

*
20.6
11.8
45.6
22.1

8
5
21
3

Income
Less than $10,000 15 22.1
5
$10,000 ‐ $39,999 33 48.5
21
$40,000 ‐ $79,999 11 16.2
6
More than 79,000
4
5.9
2
Unknown
5
7.4
3
Perception of Income to meet needs
Not enough 28 41.2
13
Barely enough 22 32.4
15
Sufficient 17 25.0
8
More than enough
1
1.5
1

21.6
13.5
56.8
8.1

6
3
10
12

19.4
9.7
32.3
38.7

8
7
11
7

24.2
21.2
33.3
21.2

6
1
20
8

17.1
2.9
57.1
22.9

13.5
56.8
16.2
5.4
8.1

10
12
5
2
2

32.3
38.7
16.1
6.5
6.5

6
16
5
2
4

18.2
48.5
15.2
6.1
12.1

9
17
6
2
1

25.7
48.6
17.1
5.7
2.9

35.1
40.5
21.6
2.7

15
7
9
0

48.4
22.6
29.0
0.0

14
12
6
1

42.4
36.4
18.2
3.0

14
10
11
0

40.0
28.6
31.4
0.0
*

Health Insurance
No
Yes

15 22.1
9
24.3
6
19.4
11
33.3
4
11.4
53 77.9
28
75.7
25
80.6
22
66.7
31
88.6
Note. *p<.05, **p<.01, ***p<.001 by chi‐square test, fisher exact tests, independent t‐test, or Mann‐
Whitney U test
NDS = No depression symptoms, DS = Depression symptoms
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Table 3-2. Themes by Theory Construct
NDS
n=37

DS
n=31

South/
Central
America
n=33

%

%

%

%

43.2

35.5

36.4

42.9

48.6

45.2

39.4

42.9

86.5

61.3

75.8

74.3

24.3

35.5

15.2

37.1 *

62.2

51.6

60.6

54.3

29.7

22.6

33.3

20.0

Harm: Sequela as a result of cancer or
its treatment
Other intrapersonal factors: Meaning‐based or problem‐based
coping
Distraction
A strategy used to take mind of
cancer
Gained benefits
Finding benefits from the cancer
from having cancer experience
Spiritual Beliefs
Woman's faith in God, prayer,
involvement in church activities
Interpersonal Risk Factors

62.2

54.8

54.5

62.9

81.1

75.2

69.7

85.7

56.8

41.9

48.5

51.5

81.1

64.5

69.7

77.1

Death of family
members
Disclosure of
diagnosis to others

Death of a family member

32.4

41.9

36.4

37.1

Withholding or sharing (openness)
with family and peers diagnosis upon
notification
Lack of family and peer support or
support groups
Changes that occur (views or events)
in the relationship after cancer
Thinking of family, who will take care
of them after woman's death or
sickness

37.8

35.5

39.4

34.3

83.8

80.6

78.8

85.7

37.8

35.5

39.4

34.4

62.2

61.3

63.6

60.0

10.8
21.6

16.1
3.2

18.2
18.2

8.6
8.6

Definition
Intrapersonal Factors
Cognitive factors: Harm/Threat/Challenge
Acceptance
Challenge: Cognitive effort to accept
illness
Death Sentence
Threat: Feeling of imminent death at
any stage of the cancer experience
Helping oneself
Challenge: Taking actions to fight
cancer or depression.
Poor body‐image
Harm: Lack of confidence or feeling
insecure about appearance
Optimistic/Positive Challenge: Optimistic outlook on
thinking
health or other personal situation.
Remaining strong
Challenge: Considers themselves a
strong person and naturally capable
to overcome difficult situations or
having to be strong for family
Side effects

Need for social
support
Spouse/Partner
changes
Worry for family

*

Spanish‐
Speaking
Caribbean
n=35

Community Risk Factors
Cultural norms
Discrimination

Beliefs that are unique to culture
Injustice, unequal treatment, or
stigma
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*

Need for support
Lack of support from doctors or
from medical
medical institution
institution
Lack of access to
Lack of access to health
care
care/treatments
Risk Factors across all ecological levels

54.1

45.2

57.6

42.9

64.9

67.7

69.7

62.9

Lack of knowledge
and awareness

51.4

41.9

39.4

54.3

62.2

64.5

63.6

62.9

54.1

41.9

60.6

37.1

Unemployment
Language barriers

Feeling uninformed about cancer and
its treatments or unaware of available
resources
Underemployed or unemployed at
any point during cancer diagnosis
Inability to communicate in native
language to obtain resources or to
speak with doctors

*Two‐sided p‐value < 0.05
NDS ‐ No depressive symptoms. DS ‐ Depressive symptoms are
present
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Appendix
Table 3-3. Matrix of Constructs and Semi‐Structured Guide
Objective: To explore the perceived psychosocial, cultural and cancer prognostic/treatment‐related risk
factors of depression by region of origin
Level of
Construct
Example Measurement Questions
Influence
Intrapersonal Appraisal (Threat, Now, I would like to ask you some questions about your cancer
Harm, Challenge)
experience since you were first diagnosed today…
1.

Socio‐
demographic and
socio‐cultural

When you were first diagnosed with cancer, what were your
first thoughts? (e.g., fears, hope, family)
Probe: What did you feel, what was going on in your head?
Probe: Did these feelings change? If yes, how? (e.g., renewed
faith, closeness with family, lost hope)

Thank you. Now I would like to get your opinions of things that
can cause or lead to depression in women who have been
diagnosed with breast cancer.
2.

Interpersonal

Social Support

What personal factors do you feel causes someone to feel sad,
depressed, or without hope? (e.g., lack of access to health, job
loss, illness, death in family)
Now referring to any place where you have close contact with
people including your family and friends.

3.

Community‐
societal

Social factors

What relationship factors do you feel causes someone to feel
sad, depressed, or without hope? (e.g., no support from family
or friends)
Now referring to any place where you have interactions with your
community such as where you work and live. Also think about
your any policy or government program.

4.

Intrapersonal,
Interpersonal,
Community

Coping
(emotional‐
focused and
problem‐focused)
And
Positive
psychological
states

What community factors causes someone to feel sad,
depressed, or without hope? (e.g., lack of care in Spanish, no
access to mental health support, employment, policies, child
care, home situation)
Thank you. Now I would like to get your opinions of things that
can help.

5.

What are positive things that help prevent depression?
Probe: What personal factors help? (e.g., faith, access to
resources)
Probe: What about relationship factors that help? (e.g., support
groups, family)
Probe: What about community factors that help? (e.g., support
programs available in Spanish, Spanish doctors, government
programs)

150

Section IV
The purpose of this mixed‐methods study was to identify potential risk factors of
depression among Latina breast cancer survivors. Previous studies with regard to risk
factors for depression among Latinas diagnosed with breast cancer were limited, and no
earlier study has looked at risk factors by Latina region of origin. Thus, the Ecological
Model of Health Promotion and Cognitive Stress Theory guided the current study, as a
comprehensive framework was required to capture the complex underpinning of
depression among the study sample. The study design was able to achieve expansion
(greater depth of investigation), initiation (exploration), and triangulation (seeking
convergence) in mixed‐methods (Greene, et al., 1989; Johnson & Onwuegbuzie, 2004).
This study also addressed research questions as well as provided meaningful
recommendations for practice as summarized in the discussion of each manuscript
(sections II and III). Table 4‐1 below provides a summary of the main findings for each
research question.
Table 4‐1. Matrix of Research Questions and Main Research Findings
Research Questions
1. What are the potential
psychosocial, cultural and cancer
prognostic/treatment‐related risk
factors of depression, as
measured by the Patient Health
Questionnaire‐9 (PHQ‐9), in
Latina breast cancer survivors
living in West Central Florida?

Main Findings
Variables associated with an increased risk of
depression include: Appraisal variables (↓ Challenge
(decreased perception cancer that can be
overcome),↑Threat (increased perception of threat
from cancer), ↑Harm or Loss (increased perception of
harm or loss experienced from cancer), Coping
variables (↓ Active Coping (less use of active coping),
↑Self‐Blame (more self‐blame)), ↑Poor Body Image
(greater perception of poor body image)
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2. Do psychosocial, cultural and
cancer prognostic/treatment‐
related risk factors of depression
identified in research question 1
differ by region of origin (South
and Central America, Spanish‐
speaking Caribbean) in Latina
breast cancer survivors living in
West Central Florida?

There are differences in risk factors according to sub‐
group analyses. Sample size is limited for regression
analyses, thus results in bivariate analyses should also
be considered. Regression analyses provided the
following findings… Both regions of origins identified ↓
Challenge (decreased perception that cancer can be
overcome). No additional variables were sig., in the
South/Central American region of origin. The Spanish‐
Speaking Caribbean region of group identified ↑Harm
or Loss (increased perception of harm or loss
experienced from cancer), Coping variables (↓ Active
Coping (less use of active coping), ↑Self‐Blame (more
self‐blame)), ↑Poor Body Image (greater perception of
poor body image)

3. What are the perceived
psychosocial, cultural, and cancer
prognostic/treatment‐related risk
factors of depression among
Latina breast cancer survivors
living in West Central Florida by
region of origin?

Agreement on most salient risk factor themes among
groups, specifically unemployment, language barriers,
lack or limited knowledge or awareness, cultural norms,
lack of support from medical institution, lack of access
to care, discrimination, death of a family member, no
disclosure to others, lack of support from family/peers,
changes in the relationship, worry for family, not
accepting, negative thinking, not helping oneself, side
effects, poor body‐image, and lack of faith
Sig. differences were observed by depression
symptoms (↓Helping one‐self, ↑discrimination) and by
region of origin (↑poor body‐image in Spanish‐
Speaking Caribbean region of origin)

Initiation (Exploration): Summary of Results of Quantitative Study
Findings from the first research questions identified appraisal variables (more
perceived harm, more perceived threat, less perceived challenge – overcoming cancer),
coping variables (less active coping and more self‐blame), and poor body image as
significantly associated with likelihood of depression. In the regression analysis,
appraisal variables (harm, threat, and challenge) accounted for 36% of the explained
variance in the model. These findings supports findings from a study of mixed cancers
that reported appraisal variables to be more consistently associated with depression
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over 6 months time than coping or emotional variables (Hulbert‐Williams, et al., 2011).
Negative body image was supported in previous research as associated with depression
(Ell, et al., 2005; Massie, 2004). Coping risk factors identified in this study were aligned
with findings from a study that used the Brief COPE to determine its association with
depression as measured by the Center of Epidemiological Studies Depression Scale
between non‐Hispanics, Latinas and African Americans with early breast cancer (Culver,
et al., 2002).
The second research question did identify differences of risk factors by region of
origin. Unlike risk factors identified in the bivariate analyses with the combined group,
several demographic (e.g., decreased employment status) and coping variables (e.g.,
positive reframing) were not found to be statistically significantly associated with the
depression measure. This disassociation is perhaps because of the smaller sample size
in each group analyses (n=33 South/Central America versus n=35 Spanish‐Speaking
Caribbean) and limited variation in these independent factors to reach statistical
significance. The two regions of origin did report similar findings to the combined group
bivariate analyses, specifically the likelihood of depression was associated with poor
body image, less satisfaction with family and peer support, more self‐blame, apprising
more harm from cancer, and lower perception that cancer can be overcome
(challenged). When comparing the two regions of origins, the Spanish‐Speaking
Caribbean region of origin was able to identify six risk factors found in the whole group
analyses, yet not identified in the South/Central America region of origin group. These
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risk factors were satisfaction with medical institution support, active coping,
acceptance, use of emotional support, substance use and harm variables.
Results from the regression analysis in the South/Central America region of
origin group were similar to the combined group analyses. Specifically, the “challenge”
appraisal variable accounted for 41% of the explained variance in the model. In
contrast, poor body image, less active coping, more self‐blame, more perceived harm
and less perception that cancer can be challenged were identified by the Spanish‐
Speaking Caribbean region of origin of group, and accounted for 57% of the explained
variance in the model.
Differences in risk factors by region of origin may be attributed to several
cultural and demographic explanations. Specifically, cultural consonance (Dressler,
2004), more similarities to U.S. non‐Hispanic whites than to recent Latino immigrants.
The majority of women in the Spanish‐Speaking Caribbean region of origin group were
Puerto Ricans and reported more years lived in the U.S. Thus, these women may share
more similarities with U.S. non‐Hispanic whites then to recent Latino immigrant.
Negative body image in this group may be attributed to a higher percentage of women
who have undergone a mastectomy (71.4%) compared to the South/Central America
region of origin group (51.5%). More self‐blame may be attributed to more acceptance
of cultural beliefs about causes of breast cancer (e.g., punishment from God, breast
trauma) (Hubbell, et al., 1996) or perhaps increased perception of inequalities as
supported by Alegria et al. (Alegria, et al., 2007). Additional studies comparing
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differences between ethnicities are warranted to clarify differences between regions of
origins.
Expansion (Greater Depth of Investigation): Summary Results of the Qualitative Study
The qualitative study was able to contextualize perceptions of risk factors
associated with the likelihood of depression among Latinas diagnosed with breast
cancer. Qualitative data analyses did expand research findings from the quantitative
study and support the need for psychological and social support to help women adjust
to challenges faced in the daily lives of Latina breast cancer survivors.
A review of all the salient themes demonstrates agreement on a majority of
themes amongst the groups (presence of depression symptoms and by region of origin)
about their perception of risk factors for depression. Risk factors that were indentified
from the interviews included: (1) intrapersonal risk factors (not accepting, negative
thinking, death sentence, not helping oneself, side effects, poor body‐image, lack of
faith); (2) interpersonal risk factors (death of family members, no disclosure to
family/peers, lack of social support including from support groups, changes in
spouse/partner relationships, worry for family); (3) risk factors on the
community/policy/institution level (cultural norms, lack of access to care,
discrimination); and (4) risk factors across all levels of the ecological model
(unemployment, language barriers, lack of or limited knowledge and awareness).
“Helping oneself” and “discrimination” demonstrated significant difference in
terms of the frequency these themes were discussed by presence of depression
symptoms. When analyzing themes by region of origin only “poor body‐image” was
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found to be discussed significantly more with women from Spanish‐Speaking Caribbean
region of origin. As mentioned above, this difference may be because more women in
the Spanish‐Speaking Caribbean group reported undergoing a mastectomy than
South/Central Americans (71.4%=Spanish‐Speaking Caribbean, 51.5%=South/Central
America).
Triangulation of Results
According to the Cognitive Stress Theory, helping oneself is considered a type of
appraisal that would fall under “challenge”, a thought process or feeling that cancer can
be defeated or overcome by helping oneself. This finding supports results identified in
the researcher‐administered questionnaire, which found “challenge” to have the largest
contribution in the regression model for predicting likelihood of depression.
On the other hand, poor body image was a variable that was statistically
significant in the combined group analyses and by region of origin in the bivariate
analyses. However, when placed with other independent variables in the regression
analyses, poor body image continued to be statistically significant only in the Spanish‐
speaking Caribbean group. Thus, the current study’s findings also support risk factor
differences by region of origin.
Discrimination was a variable that was not measured in the quantitative
analyses, but was a salient issue among the women of the qualitative study. Thus,
future studies in identifying predictors for depression should include a measure of
discrimination for examining how this factor adds to the predictability of depression.
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Strengths and Weakness
There are several strengths and weakness from this research study that have
been discussed in sections II and III under the ‘discussion’ heading in each manuscript.
One of the strengths mentioned in each manuscript was using the Ecological Model and
Cognitive Stress Theory to guide research from initiation through data analysis. These
theories were useful in identifying potential risk factors and helped categorize variables
for regression analysis. The theories were also helpful in explaining and supporting
findings from the qualitative phase of this study, specifically the Cognitive Stress Theory
as it provided a blueprint laying out antecedents, modifiers, and the outcome. This
theory was very useful in identifying variables (appraisal and coping) that explained for
most of the variability in the regression models. The Ecological Model also helped to
identify and explain findings of risk factors, especially in the qualitative phase. The
Ecological Model was limited in identifying all underlying risk factors that should have
been collected for this research study. Identification of risk factors is highly dependent
on previous findings to narrow down constructs that should be measured under an
ecological framework. In the current study, the construct discrimination perhaps should
have been collected, but was missed in the review of the literature, as it was not a
salient issue identified in studies specific to Latinas diagnosed with breast cancer as it
relates to determinates of depression.
A weakness of this study was the cross‐sectional study design. Rates for
likelihood for depression in this study were in the upper range of reported prevalence
rates, which were aligned with findings in previous studies with low‐income women.
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However, this rate was limited to data that were collected at one point in time, thus,
only providing a snapshot of the risk factors that were associated with that rate of
likelihood of depression (symptoms in the last 2 weeks) in the quantitative study. Most
women in the qualitative phase described suffering from self‐reported depression (or
times when they were sad for a period of time) at least once during their cancer
experience. Thus, the qualitative study helped to identify additional risk factors that
were not statistically significant in the regression model as this design was not
dependent upon a specific measure of time. This study design also cannot assess
causality, specifically to examine predictability of risk factors identified in this study for
depression in newly diagnosed breast cancer patients. Nonetheless, this study can serve
as the foundation for future prospective and longitudinal data collection.
The study design was also a strength as it was mixed‐methods study and allowed
for one method to compensate for another method’s weakness, as explained in the
example above. When findings were compared to findings from the closed‐ended
questionnaire it was evident that the semi‐structured interviews with participants were
able to expand on key findings and identify additional ecological risk factors that were
not statistically significant when added to a regression model.
One of the limitations of this study was transferability and generalizability of
findings due to the design of this study (non‐probability sampling). The current study
did attempt to employ equal‐quota sampling methods to improve the
representativeness of the data collected during the quantitative and qualitative phase.
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Although numbers are disproportionate, there is close to equal representation (n=33 for
South/Central America and n=35 for Spanish‐Speaking Caribbean).
Dissemination of Findings
This study’s findings have been presented informally with Latina cancer survivors
who attended a local cancer camp (Camp Alegria 2012). In addition, face‐to‐face
meetings with a selected group of past participants (with or without depression
symptoms) provided another opportunity to share findings and to confirm validity and
trustworthiness of study conclusions. In both of these strategies, women agreed with
the findings from this study. Some of these women further emphasized the importance
of having faith, positive thinking, support from family, and helping oneself to prevent
depression. Women were also very grateful of this study in that it addressed an
important topic. They hope that findings from this study can improve support from
medical institutions to help women and families cope with cancer as well as create free
programs to distract women from their everyday realities. In addition to the two
manuscripts in sections II and III, four additional manuscripts are planned as listed
below.
Table 4‐2. Future papers and analyses
Topic
Quality versus type of social support
matters in coping with depression
among Latinas diagnosed with
breast cancer

Purpose
A post‐hoc analysis of Dr. Martinez Tyson
dissertation research in combination with
dissertation findings from the current
study to examine factors important in the
quality of social support
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Coping and risk factors for
depression among Latina breast
cancer survivors: Triangulation of
findings from a QUAN‐qual mixed
methods study

To examine themes to quantitative
findings to see how qualitative data helps
to expand understanding of coping and
risk factors leading to depression.

Benefits after a breast cancer
diagnosis among Latinas by
presence of depressive symptoms

To examine benefits after a breast cancer
diagnosis by presence of depression
symptoms.

Translation of Cognitive Appraisal
Health Scale (CAHS) into Spanish
with Latinas diagnosed with Breast
cancer

To discuss the translation process of the
CAHS, provide reliability statistics, and
provide recommendations for the CAHS
with Latinas diagnosed with breast
cancer.

Significance to Public Health
The first two overarching goals for Healthy People 2020 are (1) to eliminate
preventable disease, disability, injury, and premature death; and (2) to achieve health
equity, eliminate disparities, and improve the health of all groups (U.S. Department of
Health and Human Services [DHHS], 2008). This study attempted to address these two
public health priorities by increasing our understanding of risk factors for a debilitating
illness, depression, which has been shown to decrease years of cancer survivorship
(Satin, et al., 2009). This study also attempted to address cancer health disparities by
exploring contextual factors leading to depression. Finally, the research questions in
this study were developed with the intention of deriving data that translated into
meaningful recommendations to inform the development of interventions, outreach
efforts, and modification of existing programs at community clinics, and oncology
institutes serving Latina breast cancer survivors to reduce mental health disparities
(Brownson, Baker, Leet, & Gillespie, 2003).
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Conclusions and Implications for practice
Findings from this study demonstrated several socio‐demographic, cultural,
cancer‐prognostic as well as psychological factors as potential risk factors of depression
that should be tested longitudinally in future studies. In addition, studies should
consider a measure of discrimination in studies looking at determinants of depression
with Latinas diagnosed with breast cancer. Although limited in power, this study does
suggest that risk factors of depression vary by region of origin in the sub‐group analyses.
Thus, future studies should consider region of origin or Latino sub‐ethnicities to improve
culturally appropriate interventions and to improve generalizations of findings to
Latinas.
Recommendations for practice provided in sections II and III, highlight the need
for easily accessible, culturally and linguistically appropriate psychosocial services to
help women adjust to cancer diagnosis and other challenges faced by women during the
cancer continuum. Findings also suggest the need for services and public health efforts
to raise awareness of services, increase knowledge about cancer‐related topics, to
identify ways to better inform health care providers and support group leaders to best
meet the psychosocial needs of women. Specific recommendations for support groups
include the need for additional training for its organizers and group facilitators to
enhance the benefits from and to increase access to support groups. The
recommendations that emerged from the qualitative findings are: (1) to avoid topics
that evoke fear of death or recurrence, (2) to increase activities such as arts and crafts
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to take the women’s minds off cancer, and (3) to increase accessibility to support groups
by offering group support through the phone.
Interventions and research need to focus on also supporting immediate family
and providing family counseling for couples. Latinas diagnosed with breast cancer in the
current study revealed several risk factors that place women at greater risk for
depression. Among the risk factors identified in this study, the way women perceive (or
appraise) a breast cancer diagnosis appears to have the strongest influence statistically
for increasing the risk for depression. Women from this study were able to expand on
other risk factors that exacerbate their experience with breast cancer, such as limited
financial resources and lack of access to care. Women also provided recommendations
to help prevent depression, such as phone peer‐to‐peer support. Thus,
recommendations for providers highlight the need for additional interventions and
programs to help women mediate or lessen the effect of seeing a cancer diagnosis as a
harm or threat (e.g., death sentence). Recommendations from women include
psychosocial services such as individual counseling throughout the cancer continuum
that considers the family (e.g., spouse, children). Psychosocial services also need to be
flexible to adjust to competing priorities outside of cancer (e.g., economic hardship,
death of family member) while improving access to these services (e.g., free or reduced
cost, phone counseling, and flexible hours). Providers should also be aware of how
things are said, specifically the delivery of a new cancer diagnosis, cancer treatment and
expectations. Delivery of information should be in a manner that meets individual
preferences of women (e.g., with or without family present, in the language of
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preference for the woman, face‐to‐face for sensitive information). Providers also need
to listen for clues of potential risk factors such as poor body image, negative thinking,
lack of acceptance, marital problems, lack of family support, and cultural norms and
beliefs as these may play a different role depending on the woman’s region of origin.
Finally, public health efforts need to improve awareness and knowledge about
determinates of cancer among the public and among women diagnosed with cancer to
help reduce self‐blame and stigma in the community.
Personal Self‐Reflection
The stories from these women are heart wrenching, but at the same time
inspirational in the way they have been able to face and overcome challenges. The
quotes and data from this study are snap shot views of what these women have been
through in their cancer journey. As a community, we need to support these women as
they face a disease with several physical and emotional challenges in the presence of
other life obstacles commonly faced by Latinas (e.g., distance from support system in
home countries, language barriers, limited economic resources). Cancer is also a
disease that has real threats of death if not detected early or treated. There have also
been many advances in medical treatment, but some of these are life altering and leave
behind many sequelae that may not be remedied with present day medicine. Thus, it is
only natural that women experience emotional distress, and may experience depression
at one point of their cancer experience. This study demonstrated that cognitive
attributes such as appraisal and coping have a significant effect on the presence of
depression symptoms. Thus, as a community we need to support women in working
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through their emotions and in enabling positive coping skills to reduce the likelihood of
a depression outcome. This approach entails also reducing barriers such as language
barriers, lack of information, lack of sensitive physicians, access to care, and financial
support, that often complicate coping with cancer and heighten distress unnecessarily.
While I was listening to these women’s stories, I struggled with whether I should
wear my research hat or my advocacy hat. At the end of each interview, I made sure
that each woman had the phone numbers for agencies that could provide her support
or if I did not know the answer, I would link participants to a health navigator or support
group leader. In summary, I am humbled with what I learned, and hope that I can make
a difference in their lives and others directly or indirectly with my research and
recommendations.
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Epidemiology of breast cancer in Latinas
US Statistics
Breast cancer is the most commonly diagnosed cancer and the leading cause of
cancer‐related death among Latinas in the U.S., with higher rates found in Cubans
followed by Mexicans, South Americans, and Puerto Ricans (Howe, et al., 2006;
Martinez‐Tyson, et al., 2008). Between the years of 2000‐2004, the incidence of breast
cancer for Latinas and African Americans has remained relatively stable, despite an
overall decline of 3.7% per year for non‐Hispanic whites (see Figure 5‐6) (ACS, 2008a;
Martinez‐Tyson, et al., 2008). Based on estimates from 2002‐2006, Latinas have a lower
age‐adjusted incidence rate (88.3/100,000) compared to non‐Hispanic whites
(127.8/100,000), African Americans (117.7/100,000), and Asian/Pacific Islander
(89.5/100,000) (Surveillance Epidemiology and End Results [SEER], 2009). This
occurrence has been attributed to a phenomenon called the Hispanic Health Paradox
(Coreil, Bryant, & Henderson, 2001; Pinheiro, et al., 2009). Latinos, in general, have
lower levels of education, socioeconomic status, and less access to care (e.g., lack of
insurance, language barriers) than non‐Hispanics whites (ACS, 2008b; Howe, et al.,
2006). Yet, after numerous studies linking poor health to limited access to care and low
socioeconomic status (Betancourt & Maina, 2004; Ward, et al., 2004), Latinos appear to
have similar or better health than non‐Hispanic whites as a result of maintaining
protective lifestyle behaviors (Millard, et al., 2009). In the context of breast cancer,
Latinas, especially those who are newly immigrated and less acculturated, are likely to
have their first born child at a younger age and have reduced use of hormone
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replacement therapy, both of which are known to reduce the risk for breast cancer
(ACS, 2008a; Pinheiro, et al., 2009). However, the lower incidence may also reflect
underutilization of cancer detection health services (ACS, 2008b). According to Howe
and colleagues (2006), a greater percentage of non‐Hispanic whites (70.4%) had a
mammogram within the past 2 years compared to Latinas (66.1%). A breakdown by
Latino sub‐ethnicities, revealed that Mexicans were less likely to have a mammogram
(63.4%) while Cubans had the greatest likelihood of utilization (73.7%) (Howe, et al.,
2006).
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Figure 5-1.Incidence data from the Surveillance Epidemiology and End Results (SEER,
2009)
Mortality rates are also lower for Latinas compared to other racial/ethnic groups
(ACS, 2008a). The 2002‐2006 age‐adjusted mortality rate for Latinas was 15.5/100,000
compared to non‐Hispanic whites at 23.9/100,000, African Americans at 33.0/100,000,
and American Indian/Alaska Native at 17.6/100,000 (Surveillance Epidemiology and End
Results [SEER], 2009). Mortality rates between 1990‐2004 have steadily declined for
non‐Hispanic whites and Latinas, about 2.4% and 2.2% per year respectively, but less so
for African Americans (1.6%) and no change for American Indians, Asian
Americans/Pacific Islanders (ACS, 2008a).
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Compared to other racial/ethnic groups, Latinas have a lower incidence of breast
cancer; however, they are more likely to be diagnosed with advanced disease resulting
in poorer prognosis and survival (ACS, 2008b). This disparity is of significance for Latinas
as the 5‐year relative survival rates decreases with advancing stage; 98% for localized
disease, 84% for regional disease, and 27% for distance‐stage disease (ACS, 2008a). The
5‐year breast cancer survival rate for African American women and Latinas is statistically
significantly less than non‐Hispanic white women (ACS, 2008a, 2008b). According to
the American Cancer Society (2008b), the U.S. average 5‐year survival rate for Latinas
with breast cancer is at 83%, which is less than non‐Latina whites at 87.5%. Latinas are
also likely to be diagnosed at younger ages with more aggressive cancers compared to
other racial/ethnic groups (Biffl, Myers, Franciose, Gonzalez, & Darnell, 2001).
Furthermore, Latinas are 22% more likely to die of breast cancer than non‐Hispanic
white women (ACS, 2008b). This disparity is a consequence of underutilization of early
detection screening services and late diagnosis (Howe, et al., 2006). In addition, place of
residence (particularly with counties with increased poverty rates) (Howe, et al., 2006),
the lack of health care access and lack of culturally and linguistically relevant programs
and services to meet the psychosocial needs of Latinas are also contributors to this
disparity (Ashing‐Giwa, et al., 2006b; Huerta, 2003; Intercultural Cancer Council, 2004;
Napoles‐Springer, et al., 2009; Satin, et al., 2009).
Florida Statistics
Similar to nationwide data, breast cancer is the leading cancer among Latinas
living in Florida (Pinheiro, et al., 2009). However, the distribution of breast cancer
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among Latino sub‐ethnicities is presented in a somewhat reverse pattern compared to
Latinos in the U.S. (Pinheiro, et al., 2009). Based on 1999‐2001 data from the Florida
Cancer Data System (FCDS), Puerto Ricans had the greatest incidence (116.9/100,000)
followed by Cubans (108.0/100,000), other Latinos (97.8/100,000), and Mexicans
(71.9/100,000) (Pinheiro, et al., 2009). The overall incidence rate in Latinas continues to
be lower (106.4/100,000) than non‐Hispanic whites (140.4/100,000), but higher than
African American women (104.9/100,000). A place of residence comparison between
Latinas living in Florida compared to those living in their country of origin demonstrated
a higher incidence of breast cancer in Florida for all Latino sub‐ethnicities (Pinheiro, et
al., 2009). This statistic should be interpreted cautiously due to limitations among some
non‐U.S. cancer registry systems.
In Florida, breast cancer mortality among Latinas is the third highest in the
nation (Dyer, 2003) and the leading cause of death (Martinez‐Tyson, et al., 2008).
According to Martinez Tyson and colleagues (2008), the proportion of deaths was higher
among all Latina sub‐ethnicities (range 17.7%‐20.5%) compared to non‐Hispanic whites
(15.5%). This proportion of death among Latinas was suggested to be low as current
registries do not account for Latinos who choose to die in their country of origin
(Martinez‐Tyson, et al., 2008).
Overview of health disparities in breast cancer care for Latinas
A common disparity in the literature is the lack of linguistically and culturally
relevant resources (Janz, et al., 2008; Mayo, Erwin, & Spitler, 2003). In a recent study of
1137 women with breast cancer, non‐Hispanic whites had less difficulty in
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understanding materials compared to African Americans (NS) and Latinas (p < 0.05)
(Janz, et al., 2008). Another major theme extracted from the paper is the need for
survivorship material. According to the authors, this lack of information can have a
negative impact on emotional, functional, and social well‐being, vitality, and ability to
cope with the diagnosis. In general, women received more treatment information over
survivorship information. Latinas who were less acculturated desired more treatment
and survivorship information compared to other race/ethnic groups (p < 0.01).
Janz and colleagues (2008) argued the need to provide not just written
information, but also interpersonal contact. This is also supported by the need for social
support among Latinas (Ashing‐Giwa, et al., 2004; Napoles‐Springer, et al., 2007).
Latinas were less likely than other racial groups to talk with other people about their
breast cancer, but would have liked more contact with breast cancer survivors
compared to non‐Hispanic whites (p < 0.01) (Janz, et al., 2008). In those women
(regardless of race and ethnicity) who talked with other breast cancer survivors, the
majority found that it helped them emotionally, to understand expectations, and to
cope with their illness (Janz, et al., 2008). Ashing‐Giwa and colleagues (2004) found that
women who participated in social support group activities felt they had additional
resources about psychosocial issues, treatment, survivorship, and additional comfort
knowing they are not alone.
Access to health care and services is another salient issue among racial/ethnicity
minorities (Betancourt & Maina, 2004; Millard, et al., 2009). According to Millard and
colleagues (2009), Latinos have one of the highest uninsured rates among racial/ethnic
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groups. The Institution of Medicine (IOM) “Unequal Treatment” report (2002) also
confirms this finding (Betancourt & Maina, 2004). In 2005, only 66% of Latinos under
the age of 65 had health coverage compared to 87% of non‐Hispanics whites (Millard,
et al., 2009). Ashing‐Giwa and colleagues (2004) showed that more than half of Latinas
and monolingual Asian Americans found it difficult to obtain financial assistant
particularity for those who had inadequate health insurance. The following quote
summarizes the lack of access to care:
"We are aware that there are clinics and hospitals that ...offer free
care for low income, but the problem is not getting there, or not speaking
the language, the problem is to qualify for the program...My experience
on that...is not good, because no matter what paper work I presented, I
never qualify. The person(s) who decide who is eligible or not seem to
have a problem with low‐income Latino people, because I have known
many others who have better financial situations than I do and they do
receive free care. that is frustrating and keeps me from getting care......"
(Ashing‐Giwa, et al., 2004, p. 14)
Institutional barriers is another issue facing Latinas (Millard, et al., 2009). There
are numerous issues that affect quality of care such as lack of professional medical
interpreters (not friends and families) (Flores, 2006), inflexible hours (Millard, et al.,
2009), inadequate pain treatment (Ward, et al., 2004), treatment differences (more
mastectomies than lumpectomies) (Ashing‐Giwa, et al., 2004) and lack of culturally
competent health care providers and staff (Betancourt & Maina, 2004). Another factor
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that affects quality of care is institutional racism caused by conscious or unconscious
bias, stereotyping, and prejudice commonly with poor or racial/ethnic minorities
(Betancourt & Maina, 2004). After controlling various demographic and socioeconomic
factors (income, age, insurance status), differences in the treatment and quality of care
received by ethnic minorities were still observed as illustrated in the following quote
(Betancourt & Maina, 2004; Ward, et al., 2004).
"At the time of diagnosis, I had to deal with an insensitive
translator who was in a hurry and did not take the tie to explain to me
what cancer was. Then on my next visit, the personnel made me feel even
worse, they looked at me as if I was a leper, maybe because of my poor
clothing and make me feel very uncomfortable. I waited for hours, people
who had appointment later than mine went in and out...I approached the
front desk person, but she was very rude and shouted at me to sit and
wait, which I did without saying a thing. At the end of the day, she finally
called me to tell me that the doctor had an emergency and had left and
sent me to make another appointment. I asked her why she did not
mention that earlier so I could go home, but all the response was that the
doctor has more important things to do and that we as immigrants think
that we are important but all that we are is a bunch of intruders and
freeloaders." (Ashing‐Giwa, et al., 2004, p. 14)
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Need for Psychological Services
The Institute of Medicine (IOM) (2008) strongly recognizes the need for
psychosocial care for cancer patients. In its report entitled, ‘Cancer Care for the Whole
Patient: Meeting Psychosocial Health Needs,” the IOM offers a model for effective
delivery of psychosocial services that starts with effective patient‐provider
communication, followed by identification of psychosocial needs, development of an
intervention plan, and then follow‐up and re‐evaluation. Yet, less than 10% of patients
with depression are referred to existing evidence‐based psychological care (Carlson &
Bultz, 2003).
Jacobsen (2009) reported that psychosocial care services fail to meet the needs
of cancer patients, despite evidence‐based findings, because providers tend to
underestimate distress in patients. These overlapping cancer‐related symptoms (e.g.,
insomnia, weight change) often mask actual psychological concerns and challenge early
detection of underlying psychological concerns (Jacobsen, 2009; Massie, 2004). Lack of
routine psychological screening programs and underserviced psycho‐oncology programs
(e.g., limited staff) have also contributed to this finding (Carlson & Bultz, 2003). These
institutional barriers are compounded in Latinos due to lack of Spanish‐speaking staff,
patient‐provider miscommunications due to cultural explanation of illness (somatization
of psychiatric illness), stigma associated with endorsing a mental illness, and the lack of
linguistically and culturally tailored psychosocial interventions (Alegria, et al., 2008b;
Dwight‐Johnson, et al., 2005; Flores, 2006). Data from the National Institute of Mental
Health Collaborative Psychiatric Epidemiology Surveys (CEPS) showed that 63.7% of
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Latinos with a depressive disorder did not receive mental health treatment compared to
40.2% of non‐Hispanic whites and 58.8% African Americans (Alegria, et al., 2008b).
Furthermore, Spanish‐speaking Latinas with breast cancer are four times more likely to
need information about depression/anxiety issues (OR 4.04, 95% CI (2.42‐6.84)
compared to other racial and ethnic groups (Janz, et al., 2008). This statistic alone is
indicative of the need for psychosocial services for Latinos.
Psychological issues are also undertreated. Lack of routine psychological
screening programs and underserviced psycho‐oncology programs (e.g., limited staff)
have been attributed to this finding (Carlson & Bultz, 2003). Data from the National
Institute of Mental Health Collaborative Psychiatric Epidemiology Surveys (CEPS)
showed that 63.7% of Latinos with a depressive disorder did not receive mental health
treatment compared to 40.2% of non‐Hispanic whites and 58.8% of African Americans
(Alegria, et al., 2008b). Jacobsen (2009) reported that psychosocial care services of
cancer patients fail to meet the patient’s needs, despite evidence‐based findings,
because providers underestimate distress in patients. These institutional barriers have a
larger impact on Latinos due to the lack of Spanish‐speaking staff, miscommunication
due to cultural explanation of illness, stigma associated with endorsing a mental illness,
and the lack of linguistically and culturally tailored psychosocial interventions (Alegria,
et al., 2008b; Dwight‐Johnson, et al., 2005; Flores, 2006). For example, Alegria and
colleagues (2007) noted that Latinos are more likely to somatize psychiatric illness and
use words such as atques de nervios (nervous attack) in place of “depression.” This
cultural expression of depression may lead to greater gaps in patient‐provider
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communication. Furthermore, Spanish‐speaking Latinas with breast cancer are four
times more likely to need information related to depression/anxiety issues (OR 4.04,
95% CI (2.42‐6.84) compared to other racial/ethnic groups (Janz, et al., 2008). This
disparity alone is indicative of the need for psychosocial services for Latinos.
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Table 5‐1. Summary of Study Data Collection Process and Timeline
September‐October 2011

•Meet key stakeholders at to discuss project goals

October 2011

•Obtain IRB Approval
•Pilot questionnaire & semi‐structure interview guide

October 2011
October 2011

•Train the research assistant

November 2011‐ April 2012

•Start recruitment and screening for eligiblity

Data collection •Obtain ICF, conduct research‐adminsterd questionnire
Ongoing data entry and analysis •Transcription, thematic analysis, and survey data entry
April 2012‐ May 2012

•Clean and finalize data analysis

May 2012 ‐ June 2012

•Final data write up, manuscripts, lay & formal
presentations
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All research staff on this study, including research assistance and recruiting staff
were required to take the required Human Protection Course offered by the University
of South Florida prior to initiating work on this study. A research assistant was trained
to ensure the study was conducted at the highest ethical standards. Because this
population was considered a vulnerable population, cultural competency training was
provided to the research assistant. Following this initial training, regular weekly
meeting were set to review protocol procedures and to provide data updates.
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Ethical considerations
In general this study poses no more harm to participants than the risks of every
day. However, during the individual interviews, feelings of increased depression may
arise. Thus, the author provided a mental health resource guide to all participants to
seek further mental health assistance. Another small subset of participants were found
with severe depression (15 points or more on the PHQ‐9) or endorsed recent suicide
ideation. Following the interview, these participants were immediately linked to mental
health support if the participant agrees. To accomplish this, the author had partnered
with a social worker and a mental health counselor from LUNA Inc. (a local non‐profit
organization which provide support and education to Latino cancer survivors and their
caregivers). LUNA Inc. has an established psychosocial support program, which
provides navigation and mental health counseling (up to four 1‐hour sessions) for Latino
cancer survivors and their family free of costs.
All IRB requirements and ethical standards were enforced at all times to protect
participants. Verbal informed consent was obtained. The informed consent form (ICF)
read to the participant outlined all required elements per the University of South Florida
in their native language: What is asked of them, benefits, risk, costs, confidentially, and
rights as a participant.
Data sharing plan
All data from this study was made public after its completion and once data had
been analyzed and de‐identified. Until this date, there was restricted access to the data,
limited to the author and research related staff. Data was kept in a secure locked file
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cabinet and stored over a secure encrypted channel requiring passwords for access by
all users. All data was de‐identified and tape recordings from semi‐structured
interviews was be deleted after transcriptions were verified as complete according to
University of South Florida’s standards. All additional data records were saved in locked
shelves for five years after the close of the study with USF’s IRB and then destroyed
according the University of South Florida’s IRB guidelines.
Once data was de‐identified and analyzed, results from this study will be
disseminated in the following forms; (1) final dissertation to committee members, (2)
professional national conference presentation, (3) lay reports to be disseminated among
Latinas with breast cancer and lay Latino community organizations, and (4) at least two
manuscript submissions to professional journals.
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Total sample size

Figure 5‐2. Expected sample size by power for a linear regression model at .15 effect size

Figure 5‐3. Distribution plot (area under the curve by critical t‐value) at .15 effect size
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Total sample size

Figure 5‐4. Expected sample size by power for a linear regression model at .20 effect size

Figure 5‐5. Distribution plot (area under the curve by critical t‐value) at .20 effect size
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Total sample size

Figure 5‐6. Expected sample size by power for a linear regression model at .30 effect size

Figure 5‐7. Distribution plot (area under the curve by critical t‐value) at .20 effect size
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This study recruited participants from Latino cancer support group organizations
(LUNA, INC, El Arco Iris de Hispanic Health Initiative, Creando Conciencia Por Reina
(CCPR or Creating Conscious by Reina in English)), health fairs, health outreach events
and Spanish places of business. Patients who had access to the cancer support group
organizations and other public community venues represented participants with
adequate, limited, or no access to care; however, many fell in the limited to no access to
care. Below is additional information of the three Latino cancer support group
organizations.
LUNA Inc.
(Latinos Unidos por Un Nuevo Amanecer – Latinos United for a New Awakening)
LUNA Inc. is a 501(c)3 non‐profit organization that provides education and
support for Latino cancer survivors, their families, friends and caregivers. Its strength in
the current study was its commitment to serving Latinos with cancer and its access to
over 200 breast cancer survivors. Since the organization’s inception in 2002, it has
established a significant presence among the oncology professional community and
community‐based organizations, and among the Tampa Bay Latino community. Their
support group meetings are held monthly, one in Pinellas County and another in
Hillsborough County. This organization provides all support and education free of cost
to survivors and their family. Both Dr. Martinez Tyson and the author volunteer for this
organization and were considered gatekeepers to the Latino cancer survivor community.
All research efforts were approved through LUNA’s executive director, Ms. Viviam
Sifontes.
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El Arco Iris de Hispanic Health Initiative
El Arco Iris de Hispanic Health Initiative cancer support group, founded by
Hispanic Health Initiatives (HHI), which meets regularly at MD Anderson Orlando. HHI is
a 501(c)3 non‐profit organization serving the medically underserved Latino community
since June of 2000 in Central Florida. All research efforts were approved through HHI’s
executive director, Ms. Josephine Mercado HHI is also partnered with LUNA Inc.
Creando Conciencia Por Reina
Creando Conciencia Por Reina (CCPR or Creating Conscious by Reina in English) is
a breast cancer support group, founded by Edelmira Pacheco‐Reyes, which meets
regularly in Orlando. The mission of CCPR is to increase knowledge about breast cancer
through workshops and teach self‐breast examination. Ms. Pacheco‐Reyes also shares
her own personal survivorship story to raise awareness with local support groups. All
research efforts were approved through CCPR executive director, Ms. Eldemira Pacheco‐
Reyes. CCPR is also partnered with LUNA Inc.
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Dear Participant,
Why am I being asked to take part in this study?
You are being asked to take part in a research study to help us better understand how your
thoughts, your background as a Latina woman, your environment, and your experience with
cancer has impacted your mental health. We are asking you to take part in this study because
you have been identified as someone who is Latina and have been diagnosed with breast
cancer.
About 90 women will participate in this study. This study will take place in the Tampa Bay Area
and in counties around Orlando, Florida.
Title of the study:
This study is called A study of potential risk factors of depression in Latinas breast cancer
survivors.
Who is doing this study?
The person in charge is Claudia X. Aguado Loi. Ms. Aguado Loi is a doctoral student at the
College of Public Health.
What is the purpose of this study?
The purpose of this study is to learn from your experience with cancer. We hope that your
responses can be used to develop future programs and services that will provide mental health
support for Latinas breast cancer survivors.
What will I be asked to do?
 If you take part in this study, you will be asked to participate in a phone interview (or in‐
person interview if access to a phone is limited).
 During the interview you will be asked to answer a few questions about yourself, your
cancer experience, how you feel and how you cope.
 This interview will take 1 hour up to 1 ½ hour of your time. You can take a break during
this interview at any time. There are no right or wrong answers. Remember we want to
learn from you.
We will audiotape the interview to not miss any of the comments and ideas that are shared.
You do not have to share anything you do not want to. Everything you say here will be kept
private. Your name will not be linked to any of the comments that you make or information you
share with us.
What are benefits and risk to take part in this study?
There may be no direct benefit to you by taking part in this study. There are no known risks by
taking part in this study. However, you may feel uncomfortable talking about your feelings and
your cancer experience. If you feel this study has caused discomfort in any way, please tell the
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person in charge of this study. With your permission, we will link you to a mental health
counselor. You will also be given a list of places to call for additional help or support.
What are the costs to take part in this study?
There is NO cost to take part in this study. You will get a $20.00 Walmart gift card incentive
after completing the interview.
Can I withdraw from this study at any time?
Yes, it is up to you if you want to take part in this study. You can withdraw at any time. If you
decide not to take part in this study, it will not affect your relationship to any support group,
health clinic or social organization.
Will my information be kept private?
Yes. We will do our best to maintain your information private. However we cannot guarantee
complete confidentiality. If you share feelings of severe ongoing sadness or if you tell us you
want to harm yourself your contact information will be reported to a mental health counselor or
to emergency personnel. Also certain people may need to see your study records. By law,
anyone who looks at your records must keep them completely confidential. The only people
who will be allowed to see these records are:
 The research team, including the Principal Investigator and all other research staff.
 Certain government and university people who need to know more about the study. For
example, individuals who provide oversight on this study may need to look at your
records. This is done to make sure that we are doing the study in the right way. They
also need to make sure that we are protecting your rights and your safety: This includes
the Department of Health and Human Services (DHHS) and the USF Institutional Review
Board (IRB) and its related staff.
The results of this study may be published; however, the published results will not include
your name or any other information that would personally identify you in any way.
Who should I call about my rights if I take part in this study?
If you have questions about your rights as a person who is taking part in a study, call USF
Research Compliance at (813) 974‐5638.
You will receive a copy of this consent form via email or mail. If you agree to take part in this
study, you will provide verbal permission to do so. Also taking part in this interview will let us
know that you agree to take part in this study. Do you agree to take part in this study?
______Yes
______ No
Date of consent: _____________
Time of consent: ____________
Please feel free to contact us if you have any questions or concerns, and thanks for your time.
Sincerely,
Claudia X. Aguado Loi, M.P.H. (Spanish/English)
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Phone: (813) 974‐1977
Email: aguado@usf.edu
I have carefully explained to the subject the nature of the above research study. I hereby certify
that to the best of my knowledge the subject signing this consent form understands the nature,
demands, risks, and benefits involved in participating in this study.

Signature of Investigator
Printed Name of Investigator
Or authorized research investigator
designated by the Principal Investigator
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Date

Estimado Participante,
¿Por qué se me pide participar en este estudio?
Se ha pedido su participación en un estudio de investigación para ayudarnos a entender mejor
como sus pensamientos, sus antecedentes como mujer Latina, su entorno social y su
experiencia con el cáncer han afectado su salud mental. Le pedimos participar en este estudio,
porque usted ha sido identificada como alguien que es Latina y ha sido diagnosticada con
cáncer del seno.
Aproximadamente 90 mujeres participarán en este estudio. Este estudio se llevará a cabo en el
área de la Bahía de Tampa y en condados alrededor de Orlando, Florida.
Título del estudio:
Este estudio se llama “Un estudio de factores potenciales de riesgo de depresión en Latinas
sobrevivientes de cáncer de seno.”
¿Quién está haciendo este estudio?
La persona encargada del estudio es Claudia X. Aguado Loi. La Sra. Aguado Loi es una estudiante
del programa de doctorado de la Escuela de Salud Pública.
¿Cuál es el propósito de este estudio?
El objetivo de este estudio es aprender de su experiencia con el cáncer. Esperamos que sus
respuestas puedan ser usadas para desarrollar futuros programas y servicios que
proporcionaran apoyo de salud mental a sobrevivientes Latinas de cáncer del seno.
¿Qué me pedirán hacer?
 Si usted participa en este estudio le pediremos su participación en una entrevista que se
llevará a cabo por teléfono (o en persona si el acceso a un teléfono es limitado).
 Durante su entrevista, le pediremos que responda algunas preguntas sobre usted, sobre
su experiencia con el cáncer, cómo se siente y cómo usted se adapta.
 Esta entrevista tomara de 1 hora hasta 1 hora y media de su tiempo. Usted puede
tomar un descanso en cualquier momento durante la entrevista. No habrá ninguna
respuesta correcta o incorrecta. Recuerde que queremos aprender de usted.
La entrevista, será grabada para no perder sus comentarios y las ideas que son compartidas.
Usted no está obligada a contestar preguntas que no quiera. Todo lo que usted diga se
mantendrá en privado. Su nombre no estará asociado con ninguno de los comentarios que
usted haga o con la información que haya compartido con nosotros.
¿Cuáles son los beneficios y riesgos de participar en este estudio?
Puedan que no hayan ningún beneficio directo para usted por participar en este estudio. No se
conoce ningún riesgo por participar en este estudio. Sin embargo, se puede sentir incómoda
hablando de sus sentimientos y su experiencia con el cáncer. Si siente que este estudio le ha
causado incomodidad de cualquier forma, por favor dígale a la persona encargada del estudio.
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Con su permiso, le brindaremos la opción para hablar con un consejero de salud mental.
También le daremos una lista de recursos para pedir ayuda adicional o apoyo.
¿Cuánto dinero debo pagar para participar en este estudio?
NO le costará nada el participar en este estudio. Usted recibirá una tarjeta de regalo de Wal‐
Mart de $20 dólares después de completar la entrevista para agradecerle por su tiempo
voluntario.
¿Puedo retirarme en cualquier momento del estudio?
Sí, su participación en este estudio depende de usted. Usted puede retirarse en cualquier
momento. Si usted decide no participar en este estudio, su decisión no afectará su relación con
cualquier grupo de apoyo, clínica de salud, u organización social.
¿Se mantendrá privada mi información?
Sí. Haremos todo lo posible por guardar y mantener su información personal. Sin embargo, no
podemos garantizarle privacidad completa. Si comparte sentimientos de tristeza que es severa y
ha durado largo tiempo o si nos dice que tiene deseos de hacerse algún daño, su información de
contacto se compartirá con un consejero de salud mental o con el personal de emergencia.
También algunas personas pueden necesitar ver su expediente del estudio. Por ley, cualquier
individuo que vea su expediente debe mantenerlo privado completamente. Las únicas personas
que pueden ver estos expedientes son:
 El equipo de investigación, incluyendo el Investigador Principal y otros investigadores.
 Algunas personas del gobierno y la universidad que necesita saber más acerca del estudio.
Por ejemplo, individuos que proporcionan supervisión sobre este estudio tal vez necesiten
ver su expediente del estudio. Esto se hace para asegurar que estamos haciendo el estudio
de la manera correcta. También necesitan asegurarse de que estamos protegiendo sus
derechos y su seguridad: Esto incluye a personal relacionado con las siguientes
organizaciones: El Departamento de Salud y Servicios de Humanos (DHHS, por sus siglas en
inglés) y de la Junta de Revisión Institucional de USF (IRB por sus siglas en inglés).
Los resultados de este estudio pueden publicarse; sin embargo, los resultados publicados no
incluirán su nombre, o ninguna otra información que la identifique personalmente de alguna
manera.
¿A quién debo llamar acerca de mis derechos si participo de este estudio?
Si usted tiene preguntas acerca de sus derechos como persona que participara en un estudio,
llame al División de Integridad y Conformidad en la Investigación de la Universidad del Sur de la
Florida [USF Research Compliance‐ en inglés] al (813) 974‐5638.
Usted recibirá una copia de este formulario de consentimiento por correo electrónico o por
correo regular. Si usted está de acuerdo en participar en este estudio proporcionará permiso
verbal para hacerlo. También al tomar parte en esta entrevista nos dejara saber que acepta
participar en este estudio. ¿Está de acuerdo en participar en este estudio?
_____ Sí
_____ No
Fecha del consentimiento: ______
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Hora del consentimiento: ______
Por favor, no dude en contactarnos si tiene alguna pregunta o inquietud y gracias por su tiempo.
Atentamente,
Claudia X. Aguado Loi, M.P.H. (Español / Inglés)
(813) 974‐1977
aguado@usf.edu

He explicado cuidadosamente al sujeto la naturaleza de este estudio de investigación. Por este
medio certifico que, a mi leal saber y entender, el sujeto que firma este formulario de
consentimiento comprende la naturaleza, las exigencias, los riesgos y los beneficios implícitos en
la participación en este estudio.

Firma del Investigador
O de investigador autorizado
por el Investigador Principal

Nombre impreso
(o de molde) del Investigador
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Introduction Script (English)
INTRODUCE THE STUDY: Hello, my name is Claudia Aguado Loi (or authorized research
personnel) and I am doctoral student at the University of South Florida (or “I am assisting a
doctoral student at the University of South Florida”). I am working on a study to understand the
factors that affect the mental health of Latinas with breast cancer. The information learned
from this study will help to develop services or programs to better the mental health of Latinas
diagnosed with breast cancer. Are you interested in learning more about this study or about
other programs in the community?
NO: I respect your decision. I thank you for your time and consideration. Should you
change your mind or if you know of anyone who could be interested in participating in
this study, please have them call me at ______________(provide a copy of the
recruitment flyer). (STOP HERE)
IF YES, INVITE THE PARTICIPANT TO ANSWER THE ELGIBLITY FORM: Great! As with any study or
program, there is a specific set of requirements. May I ask you a couple of quick questions to
see how to best guide you?
NO: I respect your decision. I thank you for your time and consideration. Should you
change your mind or if you know of anyone who could be interested in participating in
this study, please have them call me at _____________(provide a copy of the
recruitment flyer). (STOP HERE)
IF YES, ADMINISTER THE ELGIBLITY FORM: Great! Let’s begin… [Administer the eligibility form].
NOT eligible: Thank you for answering these few questions. Based on the information
you provided, I believe you will find the following programs beneficial (provide
information about LUNA, INC, Hispanic Services Council, and the mental health resource
guide and community guide). May I share your contact information with _______
(LUNA, INC, or Hispanic Services Council) so they may call you with specific information
about their services? [pause…] Do you have any questions about these resources?
[pause…] Thank you again for your time. (STOP HERE)
IF ELIGIBLE, INVITE THE PARTICIPANT TO THE STUDY: Thank you for answering these few
questions. We would like to learn more about your experience with cancer, and would like to
invite you to participate in this study. As I previously mentioned, my hope is that one day the
finding of this study will help improve mental health services and programs for Latina cancer
survivors in our community. As part of this study, I am going to send you a packet with the
questions that will be asked about this topic and a letter that discusses the purpose of this study
and your rights as a participant. When you receive the packet, someone working on this study
or myself will call you on ______(day) at ______(time) if you agree to participate in this study. Is
this okay with you?
The interview should take about 1 hour up to 1 ½ hour of your time and you will get a $20
Walmart gift card for your time. Everything you share with me will be kept confidential. Are
you still interested in participating in this study?
NO: I respect your decision. I thank you for your time and consideration. Should you
change your mind or if you know of anyone who could be interested in participating in
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this study, please have them call me at______________(provide a copy of the
recruitment flyer). (STOP HERE).
IF YES, CONSENT THE PARTICIPANT OR SCHEDULE FOR A FUTURE DATE: Great, thanks! Before
we continue, I would like to go over what you are being asked to do and read your rights as a
participant [provide the informed consent]. Thanks for taking the time to go over this informed
consent with me. We look forward to talking to you again on ______(day) at ______(time).
DAY OF THE INTERVIEW:
Hello Mr./Ms._________ (name). My name is ________(name) and I am calling about the
interview we had scheduled to discuss your experience with cancer. Did you receive the packet
with the questions that will be asked? (IF YES, quickly go over the purpose of the study and the
informed consent. IF NO, reschedule interview and resend packet.)
I want to emphasize that everything you say with me will be kept confidential and your personal
information will not be connected to what you share with me today. Your responses and
opinions are important to me and I would like to record this interview so I do not miss any
important details. Do I have your permission to tape record our interview?
NO: I respect your decision. We will continue our discussion without using the tape
recorder.
ADMINSTER THE QUESTIONNAIRE OR SCEDUALE FOR A FUTURE DATE: Do you have any
questions or need additional clarification before we begin? […Pause…] Okay, let’s
begin….[administer the questionnaire]
PROVIDE INCENTIVE: I want to sincerely thank you for taking the time to talk with me. Your
responses and opinions are very important to me. Just to make sure did you get a copy of the
mental health resource guide and a community resource guide in the mail [make sure the
participant has copies of guide and information about LUNA, INC if they are not already
members]. These resources listed in these guides are located throughout the community. I will
send you the $20 Walmart gift card for your time through the mail. Thank you!!! I will send you
the study results soon after I complete all the interviews. Thank you once again!
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Guion de introducción (Español)
INTRODUZCA EL ESTUDIO: Hola, mi nombre es Claudia Aguado Loi (o personal de investigación
autorizado) y soy una estudiante en la Universidad del sur de la Florida (o "estoy ayudando a un
estudiante en la Universidad del Sur de la Florida"). Estoy haciendo un estudio de investigación
para entender los factores que afectan la salud mental de las Latinas con cáncer de seno. La
información adquirida en este estudio ayudará a desarrollar servicios o programas para mejorar
la salud mental de las Latinas diagnosticadas con cáncer de seno. ¿Le interesa aprender más
sobre este estudio o sobre otros programas en la comunidad?
NO: Respeto su decisión. Muchas gracias por su tiempo y consideración. Si cambia de
opinión o si sabe de alguien que podría estar interesado en participar en este estudio,
por favor dígale que me llame al ______________ (proporcionar una copia del volante
de reclutamiento). (PARE AQUÍ)
SI RESPONDE SÍ, INVITE A EL PARTICIPANTE A CONTESTAR EL FORMULARIO DE ELEGIBILIDAD:
¡Qué bueno! como con cualquier programa o estudio, hay unos requisitos. ¿Puedo hacerle un
par de preguntas rápidas para ver cómo guiarle mejor?
NO: Respeto su decisión. Muchas gracias por su tiempo y consideración. Si cambia de
opinión o si conoce de alguien que podría estar interesado en participar en este estudio,
por favor dígale que me llame al ______________ (proporcionar una copia del volante
de reclutamiento). (PARE AQUÍ)
SI RESPONDE SÍ, PROPORCIONELE EL FORMULARIO DE ELEGIBILIDAD: ¡Qué bien! Vamos a
empezar… [Proporcionar el formulario de elegibilidad].
NO es elegible: Gracias por responder estas pocas preguntas. Basado por la
información proporcionada, creo que encontrará los siguientes programas beneficiosos
(proporcionar información sobre LUNA, INC, Concilio de Servicios Hispanos y las guías de
recursos de salud mental y de la comunidad). Si me permite, ¿puedo compartir su
información de contacto con _______ (LUNA, INC, o Consejo de servicios hispanos) para
que ellos puedan llamarle con información específica acerca de sus servicios? [Pause…]
¿Tiene alguna pregunta acerca de estos recursos? [Pause…] Gracias de nuevo por su
tiempo. (PARE AQUÍ)
SI ES ELEGIBLE, INVITE AL PARTICIPANTE AL ESTUDIO O PROGRAME LA ENTREVISTE PARA
OTRO DIA: Gracias por responder estas pocas preguntas. Usted es alguien de quien nos gustaría
aprender más y me gustaría invitarle a participar a este estudio. Como mencioné
anteriormente, mi esperanza es que algún día la información recibida de este estudio
contribuirá a mejorar los programas y servicios de salud mental para las latinas sobrevivientes
de cáncer en nuestra comunidad. Como parte de este estudio, le enviaré un paquete con las
preguntas que serán hechas sobre este tema y una carta que explica el propósito de este
estudio y sus derechos como participante. Cuando reciba el paquete por correo un personal
trabajando con migo en este estudio la va a llama el ____ (fecha) a las _____ (tiempo) si está de
acuerdo en participar en este estudio. ¿Está bien contigo?
La entrevista tomara entre 1 hora hasta 1 ½ hora de su tiempo y recibirá un incentivo en una
tarjeta de regalo de Wal‐Mart por valor de $ 20 dólares. Todo lo que se comparta conmigo se
mantendrá confidencial o privado. ¿Todavía está interesada en participar en este estudio?
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NO: Respeto su decisión. Muchas gracias por su tiempo y consideración. Si cambia de
opinión o si conoce a alguien que podría estar interesado en participar en este estudio,
por favor dígale que me llame al ______________ (proporcionar una copia del volante
de reclutamiento). (PARE AQUÍ)
SI RESPONDE SÍ, PROPORCIONE EL CONSENTIMIENTO INFORMADO DEL PARTICIPANTE O
PROGRAME PARA OTRO DIA: ¡Qué bueno, gracias! Antes de continuar, me gustaría repasar lo
que se le está pidiendo hacer y leerle sus derechos como participante [proporcionar el
consentimiento informado]. Gracias por tomarse el tiempo para repasar este consentimiento
conmigo. Esperamos hablar con usted de nuevo en ______ (fecha) en ______ (tiempo).
EL DÍA DE LA ENTREVISTA:
Hola Sr./Sra._________ (nombre). Mi nombre es ________(nombre) y estoy llamando sobre la
entrevista que habíamos programado para hablar de su experiencia con el cáncer. ¿Recibió el
paquete con las preguntas que se le hará? (Si SI, repase en breve sobre el propósito del estudio
y el consentimiento informado. Si NO, programe la entrevista y envíe el paquete de nuevo.)
Quiero enfatizar en que todo lo que me diga se mantendrá confidencial y su información
personal no se relacionara con lo que comparta conmigo hoy. Su respuestas y comentarios son
importantes y me gustaría grabar esta entrevista para no perder ningún detalle. ¿Tengo su
permiso para grabar esta entrevista?
NO: Respeto su decisión. Continuaremos nuestra discusión sin utilizar la grabadora.
SI RESPONDE SÍ O NO, PROPORCIONE LA ENCUESTA O PROGRAME PARA OTRO DIA: ¿Tiene
alguna pregunta o necesita aclaraciones adicionales antes de comenzar? […Pause…] Está bien,
comenzamos…. [Realizar la encuesta]
PROPORCIONAR El INCENTIVO: Quiero darle mis sinceros agradecimientos por tomarse el
tiempo para hablar conmigo. Sus respuestas y comentarios son muy importantes para mí.
Quiero asegurarme, ¿recibió las guías de recursos de salud mental y de recursos de la
Comunidad? [Proporcionar copias de las guías e información sobre LUNA, INC si no son ya
miembros]. Los recursos listados en estas guías se encuentran alrededor de la comunidad. Le
enviare por correo la tarjeta de regalo de Wal‐Mart por $20 dólares para agradecerle por su
tiempo. ¡Gracias! Le enviare los resultados del estudio poco después que yo complete todas las
entrevistas. ¡Nuevamente gracias!
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Participant ID

____________

Date Entered

____________

Entered by (initials)

____________

Eligibility Form (English)
Instructions: Please answer the questions below. This information will not be shared with anyone.
1. What is your age: ______

NOTE: Is the participant 18
years of age or older?

2.

Are you Hispanic or Latino?

3.

When were you first diagnosed with breast cancer?
Month and year is okay, we don’t need the exact date.
_________/________(Month/Year)

4. Since your first breast cancer diagnosis, has your cancer
returned or have you had a new cancer diagnosis (any
type)?
5. Which of the following best describes you?
 Grade 0 ‐ Fully active, able to carry on all pre‐disease
performance without restriction
 Grade 1 ‐ Restricted in physically strenuous activity but
ambulatory (able to move around) and able to carry out
work of a light or sedentary nature, e.g., light house work,
office work
 Grade 2 – Ambulatory (able to move around) and capable
of all self‐care but unable to carry out any work activities.
Up and about more than 50% of waking hours
 Grade 3 ‐ Capable of only limited self‐care, confined to
bed or chair 50% or more of waking hours
 Grade 4 – Completely disabled. Cannot carry on any self‐
care. Totally confined to bed or chair.
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 Yes, continue to question #2
 No, not eligible, stop
 Yes, continue to question #3
 No, not eligible, stop
NOTE: Is the participant at
least 3 months from their
initial diagnosis, but no longer
than 5 years?
 Yes, continue to question #4
 No, not eligible, stop
 Yes, not eligible, stop
 No, continue to question #5
NOTE: Is the ECOG grade
between 0 and 3?
 Yes, continue to question #6
 No, not eligible, stop

6. The participant IS ELEGIBLE.
Name: ____________________________________ Telephone: ____________________
Physical Address: ____________________________________ Zip Code: _______________
__________________________________________________
Email:_____________________________
Best time to contact:______________________________(make appointment)
***Please administer the questionnaire***
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Participant ID

____________

Date Entered

____________

Entered by (initials)

____________

Formulario de Elegibilidad (Español)

Instrucciones: Responda a las siguientes preguntas. Esta información no se compartirá con
nadie
1. ¿Cuál es su edad?: ______

NOTA: ¿Es el participante 18
años de edad o mayor?

2. ¿Es usted hispana o latina?
3. ¿Cuándo le diagnosticaron con cáncer del seno por la
primera vez? El mes y año están bien, no necesitamos la
fecha exacta.

 Si, pase a la pregunta #2
 No, no es elegible, pare
aquí
 Si, pase a la pregunta #3
 No, no es elegible, pare aquí
NOTE: ¿Esta el participante al
menos a 3 meses de su
diagnóstico inicial pero no a
más de 5 años?

_________/________(mes/año)

4.

¿Le ha vuelto el cáncer del seno desde su primer
diagnóstico o ha tenido un nuevo diagnóstico de cáncer
(de cualquier tipo)?
5. ¿Cuál de las siguientes opciones la describe mejor a
usted?
 Grado 0 – Totalmente activa, capaz de continuar con
todas las actividades normales de antes de la
enfermedad, sin restricciones
 Grado 1 ‐ Restringida en actividades físicas vigorosas
pero capaz de llevar a cabo actividades normales que
sean livianas (Ej. quehaceres domésticos ligeros o
trabajo de oficina)
 Grado 2 – Ambulatorio (capaz de moverse de lugar a
lugar) y capaz de todo el cuidado personal pero
incapaz de llevar a cabo cualquier actividad de
trabajo. Estoy de pie más del 50% de las horas que
estoy despierto
 Grado 3 ‐ Capaz del cuidado personal pero en una
forma limitada, postrado o confinado a la cama o silla
el 50% o más de las horas que estoy despierto
 Grado 4 –Completamente incapacitado. No puede
llevar a cabo cuidado personal. Totalmente confinado
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 Si, pase a la pregunta #4
 No, no es elegible, pare
aquí
 Sí, no es elegible, pare aquí
 No, pase a la pregunta #5
NOTE: ¿Es el grado de ECOG
entre 0 y 3?
 Si, pase a la pregunta #6
 No, no es elegible, pare
aquí

o postrado a la cama o silla.
6. El participante ES ELEGIBLE.
Nombre: ____________________________________ Teléfono: ____________________
Dirección: ____________________________________ Código postal: __________________
_____________________________________________
Email:_____________________________
Mejor hora para contactarle:______________________________(hacer una cita)

***Por favor administre el cuestionario***
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Today’s date:

Part I: Questionnaire (English)
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Participant ID

____________

I would like to start asking a few brief questions about your background…

Date Entered

____________

1.

Entered by (initials)

____________

Are you currently:

 Single, Never Married

 Separated  Divorced  Married/Living with your Partner  Widowed

2.

Date of Birth (or age if unknown):__________________(MM/DD/YYYY)

3.

How many people live in your household (including yourself)? _____

4.

In what country were you born?

5.

What is your Hispanic origin (e.g., Puerto Rican)?

6.

If you were born outside the U.S. or you were born in Puerto Rico, how long have you lived on the U.S. mainland?

7. How well do you speak English?
 Well
 Not well
 Not at all

8. How well do you speak Spanish?
 Well
 Not well
 Not at all

9.

Please circle the highest year of school completed:

1 2 3 4 5 6
(Primary)

7 8 9 10 11 12
(high school or
vocational school)

13 14 15 16
(college/university)

10. What is your current employment status?
 Full‐time
 Homemaker
 Part‐time
 Unemployed looking for work
 Retired
 Unemployed through disability
11.

17 18 19 20 21 22 23+
(graduate school)

 Prefer not to answer
 Other (Please specify):
_____________

If you work, what type of work do you do now?

_______________________
□ N/A
12. What type of work did you do in the past?
___________________________________
13. What is your average yearly household income?
 Less than $10,000
 Greater than $80,000
 $10,000 ‐ $39,999
 Prefer not to answer
 $40,000 ‐ $79,999
14. Is your household income…
 Not enough to get by
 Sufficient to meet your needs
 Barely enough to get by
 More than enough to meet your needs
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15. Do you have health insurance or any type of government insurance e.g. Medicaid? (Do not include free care from a hospital or clinic)
 No, pay out‐of‐pocket or have no means to pay for health care
 Yes
16. If you were to feel distressed or sad, do you have access to a mental health professional, therapist, or counselor?
 No, why not?____________________
 Yes.
Where?  in the U.S.  at your home country or outside of the U.S.  or both
Do they speak Spanish?  Yes  No
17. Before your cancer, have you ever been told, or diagnosed, by a health professional that you have depression?
 No
 Yes, how long did it last?____________________
18. Before your cancer, have you ever taken daily medication for depression?
 No
 Yes, for how long?____________________

Now, I would like to ask you a few questions about your cancer…
19. What stage of breast cancer were you first diagnosed with? __________ (e.g., Stage I or II)
20. What cancer treatments did you receive, or are still receiving? (Check all that apply)
 Chemotherapy
MM/YYYY of last treatment: ________________
 Radiation Therapy
MM/YYYY of last treatment: ________________
 Surgery, which Type?
 Mastectomy (removal of the breast)

MM/YYYY of last treatment: ________________

 Other, specify______________
 Hormone Therapy (e.g., Tamoxifen, Arimidex)

MM/YYYY of last treatment: ________________
MM/YYYY of last treatment: ________________

 Other, specify:________________

MM/YYYY of last treatment: ________________

21. Where did you seek or obtain any treatment for your cancer?
 in the U.S.
 at your home country or outside of the U.S.
 or both
Now I would like to ask you some questions about the support you receive from family members, friends, or others…
26.

Who is your primary caregiver? (i.e., husband/wife, daughter, friend, nursing/home assistance from a governmental or private agency,
no one):___________________)

27. Is the amount of support from your friends, family, and caregivers sufficient to meet your physical and emotional health needs?
 Yes  No, why not?____________________________________
28. Is the amount of support from your health center sufficient to meet your physical and emotional health needs?
 Yes  No, why not?
29. Do you participate in social support groups?  No  Yes, which group?_____________________
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30. Now, I would like to ask you some questions about how you feel about your appearance, and about any changes that may have
resulted from your disease or treatment. During the last week…
Body Image Scale

Not at
all
0

A little

Very much

1

Quite a
bit
2

2. Have you been feeling less feminine as a result of your disease or treatment?

0

1

2

3

3. Have you been feeling less sexually attractive as a result of your disease or treatment?

0

1

2

3

4. Have you been feeling the treatment has left your body less whole?

0

1

2

3

5. Have you been dissatisfied with the appearance of your scar?
____Not Applicable

0

1

2

3

Not at
all
(0 days)

Several
days
(1‐6
days)

More than
half the
days
(7‐13 days)

Almost
every day
(14 days)

1. Little interest or pleasure in doing things

0

1

2

3

2. Feeling down, depressed or hopeless

0

1

2

3

3. Trouble falling or staying asleep, or sleeping too much

0

1

2

3

4. Feeling tired or having little energy

0

1

2

3

5. Poor appetite or overeating

0

1

2

3

Not at
all
(0 days)

Several
days
(1‐6
days)

More than
half the
days
(7‐13 days)

Almost
every day
(14 days)

6. Feeling bad about yourself or that you are a failure or have let yourself or your family
down

0

1

2

3

7. Trouble concentrating on things such as reading the newspaper or watching television

0

1

2

3

8. Moving or speaking so slowly that other people could have noticed Or the opposite,
being so fidgety or restless that you have been moving around a lot more than usual

0

1

2

3

9. Thoughts that you would be better off dead or hurting yourself in some way

0

1

2

3

1. Socially withdrawn or decrease in talkativeness (e.g., from family and friends)

0

1

2

3

2. Tearfulness, had depressed appearance

0

1

2

3

0

1

2

3

0

1

2

3

1. Have you felt less physically attractive as a result of your disease or treatment?

3

31. Now I am interested in learning more about how you have been feeling…
Please think back over the past 2 weeks. How often have you been bothered by any of the
following problems?
Patient Health Questionnaire

Endicott Substitutive Scale

3. Brooding, self‐pity or pessimism (e.g., to have negative thoughts, feeling sorry for
yourself, or see things as negative or expect the worst)
4. Lack of reactivity in situations that would normally be pleasant (e.g., lost of interest or
pleasure in doing things you normally find enjoyable)

32. Now the following statements are concerning your feelings toward your breast cancer diagnosis. Please select the response that
corresponds with your level of agreement…
Cognitive Appraisal Health Scale
Strongly
Disagree
Neither
Agree
Strongly
Disagree
Agree
1. I can control what will happen to me.
1
2
3
4
5
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2. I have not been able to do what I want to do because of this
health problem.
3. The health problem is frightening to me.
4. This health problem isn’t stressful to me.
5. This health problem has damaged my life.
6. I can beat this health problem, despite the difficulties.
7. I have a sense of loss over things I can no longer do.
8. I have a lot to lose because of this health problem.
9. I worry about what will happen to me.
10. Relationships with my family and friends have suffered.
11. I have been harmed in some way by this health problem
12. I don’t think much about this health problem
13. There is a lot I can do to overcome this health problem.

1

2

3

4

5

1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4

5
5
5
5
5
5
5
5
5
5
5

33. Now I am going ask you some questions about how your cope with difficult situations. Think of a difficult situation you had to face
during the past year. We want to know how you coped with that difficult situation.

Brief COPE Scale

1. I turned to work or other activities to take my mind off things
2. I concentrated my efforts on doing something about the situation I’m in.
3. I said to myself "this isn’t real."
4. I used alcohol or other drugs to make myself feel better.
5. I’ve been getting help and advice from other people.
6. I got emotional support from others.
7. I gave up trying to deal with it.
8. I took action to try to make the situation better.
9. I refused to believe that it has happened.
10. I said things to let my unpleasant feelings escape.
11. I used alcohol or other drugs to help me get through it.
12. I tried to see it in a different light, to make it seem more positive.
13. I’ve been criticizing myself
14. I tried to come up with a strategy about what to do.
15. I got comfort and understanding from someone.
16. I gave up the attempt to cope.
17. I looked for something good in what is happening.
18. I made jokes about it.
19. I did something to think about it less, such as going to movies, watching TV,
reading, daydreaming, sleeping, or shopping.
20. I accepted the reality of the fact that it has happened.
21. I expressed my negative feelings.
22. I tried to find comfort in my religion or spiritual beliefs.
23.I’ve been trying to get advice or help from other people about what to do.
24. I learned to live with it.
25. I thought hard about what steps to take.
26. I’ve been blaming myself for things that happened.
27. I prayed or meditated.
28. I made fun of the situation
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I didn’t do this at
all

I did this
a little
bit

I did this a
medium
amount

I did this
a lot

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4

1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4

Part 2: Semi‐Structured Interview
Now, I would like to ask you some questions about your cancer experience since you
were first diagnosed up to now…
1.

When you were first diagnosed with cancer, what were your first thoughts? (e.g.,
fears, hope, family)
Probe: What did you feel, what was going on in your head?
Probe: Did these feelings change? If yes, how? (e.g., renewed faith, closeness with
family, lost hope)

Thank you. Now I would like to get your opinions of things that can cause or lead to
depression or ongoing sadness in women who have been diagnosed with breast
cancer.
2.

What personal factors do you feel causes someone to feel sad, depressed, or
without hope? (e.g., lack of access to health, job loss, illness, death in family)

Now referring to any place where you have close contact with people including your
family and friends.
3.

What relationship factors do you feel causes someone to feel sad, depressed, or
without hope? (e.g., no support from family or friends)

Now referring to any place where you have interactions with your community such as
where you work and live. Also think about any policy or government program.
4.

What community factors causes someone to feel sad, depressed, or without
hope? (e.g., lack of care in Spanish, no access to mental health support,
employment, policies, child care, economic situations)

Thank you. Now I would like to get your opinions of things that can help.
5.

What are positive things that help prevent depression?
Probe: What personal factors help? (e.g., faith, access to resources)
Probe: What about relationship factors that help? (e.g., support groups, family)
Probe: What about community factors that help? (e.g., support programs available
in Spanish, Spanish doctors, government programs)

6.

We are now done with this interview, is there anything else you would like to add
or anything I might have missed?
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Today’s date:

Scoring
Cognitive Appraisal of Health Scale (CAHS; Ahmad, 2005)
Scale and corresponding item – Higher scores means more agreement to that appraisal
type. In the analysis, a comparison between the total for each scale and depression
score was used to determine the strength of their relationship before including in the
overall model.
Threat – 8, 9, 3, 12, 4
Harm or Loss – 7, 10, 5, 2, 11
Challenge ‐ 13, 1, 6
Brief COPE (Carver, 1997)
Scales are computed as follows (with no reversals of coding), there is no overall score.
Each scale can be used separately and it is up to the researcher to use data
appropriately. – Higher scores means more agreement to that coping type. In the
analysis, a comparison between the total for each scale and depression score was used
to determine the strength of their relationship before including in the overall model.
The direction of their relationship was also considered.
Women for this study were asked to rate how often they used the below coping
strategies to adapt and cope with a difficult situations, most mentioned cancer.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.

Active coping, items 2 and 8
Planning, items 14 and 25
Self‐distraction, items 1 and 19
Acceptance, items 20 and 24
Humor, items 18 and 28
Use of emotional support, items 6 and 15
Use of instrumental support, items 5 and 23
Positive reframing, items 12 and 17
Religion, items 22 and 27
Denial, items 3 and 9
Substance use, items 4 and 11
Self‐blame, items 13 and 26
Behavioral disengagement, items 7 and 16
Venting, items 10 and 21
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Parte I: Cuestionario (Español)

Fecha:

Me gustaría hacer algunas preguntas breves sobre usted…
1.

¿Cuál es su estado civil?:

Participant ID

____________

Date Entered

____________

Entered by (initials)

____________

 Soltero (a)/Nunca Casada  Separado/a  Divorciado/a  Casado(a) /Vive con su pareja  Viudo/a
2.

Fecha de Nacimiento:__________________(mes/día/año)

3.

¿Cuántas personas viven con usted? (incluyéndose usted mismo) _____

4.

¿En qué país nació? ____________________

5.

¿Cuál es su origen hispano? ej., Puertorriqueño(a):______________

6.

Si usted nació fuera de los Estados Unidos o si nació en Puerto Rico ¿hace cuanto tiempo que vive aquí en Norte América?

7.

Con respecto al inglés, ¿qué tan bien lo habla?
 Muy bien
 Mas o menos
 Nada

8.

Con respecto al español, ¿qué tan bien lo habla?
 Muy bien
 Mas o menos
 Nada

9.

Por favor circule el numero que indica el grado más alto de escuela que completo:

1 2 3 4 5 6
(Primaria )

7 8 9 10 11 12
13 14 15 16
17 18 19 20 21 22
23+
(Secundaria o escuela (Universidad )
(Maestría/Doctorado)
técnica/vocacional)

10. ¿Qué tipo de trabajo tiene actualmente?
 Tiempo Completo
 Ama de Casa
 Prefiere no contestar
 Medio Tiempo
 Desempleado‐buscando trabajo  Otro‐ por favor especifique _____________
 Retirado
 Desempleado‐por discapacidad
11.

Si trabaja ahora, ¿en qué trabaja?

12.

__________________________
 N/A
¿En que ha trabajado en el pasado?
___________________________________

13. ¿Cuál es el ingreso promedio anual en su hogar?
 Menos de $10,000
 Más de $80,000
 $10,000 ‐ $39,999
 Prefiere no responder
 $40,000 ‐ $79,999
14. Con respecto a su ingreso familiar, cree que…
 No es suficiente para satisfacer sus necesidades
 Es suficiente para satisfacer sus necesidades
 Apenas suficiente para satisfacer sus necesidades  Más que suficiente para satisfacer sus necesidades
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15. ¿Tiene seguro medico o cualquier tipo de asistencia del gobierno? (No incluyendo servicios gratis en el hospital o en una clínica)
 No, yo pago por los servicios o no tengo como pagar por servicios médicos
 Si
16. ¿Si usted se siente con angustia o se siente triste, usted tiene acceso a un terapeuta, consejero, o profesional de salud mental?
 No, ¿porque no?____________________
 Si.
¿Dónde?  en los Estados Unidos  en su país de origen o fuera de los Estados Unidos  en ambos
¿Hablan en español?  Si  No
17. Antes de su cáncer, ¿le había dicho alguna vez o le han diagnosticado un médico o profesional de la salud que usted tiene depresión?
 No
 Si, ¿cuánto tiempo duró? ____________

18. Antes de su cáncer, ¿Había tomado alguna vez medicina diaria para la depresión?
 No
 Si, ¿por cuánto tiempo?_____________

Ahora, me gustaría hacerle algunas preguntas sobre su cáncer…

19. ¿Con qué etapa de cáncer de seno fue diagnosticada por primera vez? __________________ (ej., Etapa I o II)
20. ¿Qué tipo de tratamientos de cáncer recibió o sigue recibiendo usted? (Marque todo lo que corresponda)
 Quimioterapia
mes/año de su ultimo tratamiento: ________________
 Radiación
mes/año de su ultimo tratamiento: ________________
 Cirugía, ¿qué tipo?
mes/año de su ultimo tratamiento: ________________
 Mastectomía (quitar o eliminar el ceno completamente)
mes/año de su ultimo tratamiento: ________________
 Otra, especifique:______________
 Terapia hormonal (ej., Tamoxifen, Arimidex)
mes/año de su ultimo tratamiento: ________________
 Otra, especifique:________________

mes/año de su ultimo tratamiento: ________________

21. ¿En qué país busco u obtuvo tratamiento para su cáncer?
 En los Estados Unidos.
 En su país de origen o fuera de los Estados Unidos.
 o ambos
Ahora quisiera hacerle algunas peguntas relacionadas con el apoyo que recibe de familiares, amigos u otras personas allegadas a usted…
22.

Quien es la persona que le brinda atención en su hogar? (ej., esposo (a), hija, amigo, entidad gubernamental o privada, o
ninguno):__________________

23. ¿Usted siente que el apoyo que está recibiendo de familiares, amigos, o de personas que le han brindado cuidado satisfacen sus
necesidades de salud físicas y emocionales?
 Sí  No, ¿porque no?____________________________________
24. ¿Usted siente que está recibiendo suficiente apoyo de su institución médica para satisfacer sus necesidades de salud físicas y
emocionales?
 Sí  No, ¿porque no?____________________________________
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25. ¿Está participando en grupos de apoyo?  No  Sí, ¿cuáles?_____________________

26. Ahora, quisiera hacerle algunas preguntas relacionadas con como se siente con su apariencia y sobre los cambios que haya habido por
la enfermedad que tiene o por el tratamiento. Durante la última semana…
Escala de imagen corporal

Nada en
absoluto
0

Un Poco

Bastante

Muchísimo

1

2

3

0

1

2

3

3. ¿Se ha estado sintiendo menos atractiva sexualmente debido a la
enfermedad que tiene o debido al tratamiento?

0

1

2

3

4. ¿Ha estado sintiendo que el tratamiento ha dejado su cuerpo menos
completo?

0

1

2

3

5. ¿Se ha sentido insatisfecha con la apariencia de la cicatriz?
____No aplica

0

1

2

3

Nunca
(0 días)

Varios días
(1‐6 días)

Más de la
mitad de los
días
(7‐13 días)

Casi todos los días
(14 días)

1. Tiene poco interés o encuentra poco placer en hacer las cosas.

0

1

2

3

2. Se siente desanimado/a, deprimido/a, o sin esperanza.

0

1

2

3

3. Tiene problemas para dormir o mantenerse dormido/a, o duerme
demasiado.

0

1

2

3

4. Se siente cansado/a o tiene poca energía.

0

1

2

3

5. Tiene poco apetito o come en exceso.

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

1. ¿Se ha sentido menos atractiva físicamente debido a la enfermedad que
tiene o debido al tratamiento?
2. ¿Se ha estado sintiendo menos femenina debido a la
tiene o debido al tratamiento?

enfermedad que

27. Ahora, estoy interesada en saber sobre su salud y como se ha estado sintiendo…
Durante las últimas 2 semanas. ¿Con que frecuencia le han molestado los
siguientes problemas?
Cuestionario de Salud del Paciente

6. Siente falta de amor propio o que es un fracaso o que se ha decepcionado
a si mismo/a o a su familia.
7. Encuentra dificultad en concentrarse, por ejemplo, al leer el periódico o
ver televisión.
8. Se mueve o habla tan lentamente que la gente lo puede haber notado o
por el contrario, esta tan agitado/a o inquieto/a que se mueve mucho más
de lo acostumbrado.
9. Tiene pensamientos de que sería mejor estar muerto/a o de que quiere
hacerse daño de alguna manera.
Escala Sustitutiva Endicott
1. Se siente socialmente retirado o ha disminuido un poco en hablar (ej., de
familiares o amigos)
2. Se siente con deseos a llorar o tiene una apariencia depresiva
3. Se mantiene pensando constantemente, o tiene autocompasión o
pesimismo consigo mismo (ej., tiene pensamientos negativos, sentir lástima
por uno mismo, o esperar lo peor)
4. Falta de reacción en situaciones que normalmente serían agradables (ej.,
pérdida de interés o placer en hacer las cosas que encuentra agradables
normalmente)

28. Ahora, las siguientes preguntas son relacionadas con sus sentimientos sobre su diagnostico de cáncer de seno. Por favor seleccione la
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respuesta que mejor corresponde con su opinión…
Escala de Valoración de Salud
Cognoscitiva
1. Puedo controlar lo que me sucederá
a mí.
2. No he podido hacer lo que yo
desearía hacer por este problema de
salud.
3. Esté problema de salud me
preocupa.
4. Este problema de salud no es
estresante para mí
5. Esté problema de salud me a
derrumbado mi vida.
6. Yo puedo vencer esté problema de
salud, a pesar de las dificultades.
7. Tengo una sensación de pérdida
sobre las cosas que ya no puedo hacer.
8. Tengo mucho que perder debido a
este problema de salud.
9. Me preocupa lo que va a ser de mí.
10. Mis relaciones con mi familia y
amigos han sufrido.
11. He sufrido de alguna manera a
consecuencia de este problema de
salud.
12. No pienso mucho sobre esté
problema de salud
13. Hay mucho que puedo hacer para
superar esté problema de salud.

Completamente en
desacuerdo

En desacuerdo

Ni de acuerdo ni
en desacuerdo

De acuerdo

1

2

3

4

Completam
ente de
acuerdo
5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

29. Ahora, quiero hacerle algunas preguntas acerca de cómo usted se enfrenta y adapta a situaciones difíciles. Piense en una situación
difícil que usted tuvo que enfrentar el año pasado. (Pause…) Estamos interesados en saber como usted se enfrentó y adaptó a esa
situación difícil.
Escala de ADAPTACION Breve

No hice esto en
lo absoluto

Hice esto un
poco

Hice esto con cierta
frecuencia

Hice esto
con mucha
frecuencia

1

2

3

4

1

2

3

4

1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4

1

2

3

4

1. Yo me enfoqué en el trabajo u otras actividades para distraer
mi mente.
2. Yo concentré mis esfuerzos en hacer algo acerca de la situación
en la que estaba.
3. Yo me dije a mi mismo(a), esto no es real.
4. Yo usé alcohol u otras drogas para sentirme mejor.
5. Yo he estado recibiendo ayuda y consejos de otras personas.
6. Yo recibí apoyo emocional de otras personas.
7. Yo me di por vencida(o) y deje de tratar de lidiar con esto.
8. Yo tomé acción para poder mejorar la situación.
9. Yo rehusé creer que esto hubiera pasado.
10. Yo dije cosas para dejar escapar mis sentimientos
desagradables.
11. Yo usé alcohol u otras drogas para que me ayudaran a pasar
por esto.
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12. Yo traté de verlo con un enfoque distinto para que pareciera
más positivo.
13. Yo me he estado criticando a mí misma.
14. Yo traté de crear una estrategia para saber qué hacer.
15. Yo recibí apoyo y comprensión de alguien.
16. Yo dejé de intentar hacerle frente a la situación en la que
estaba.
17. Yo busqué algo bueno en lo que estaba pasando.
18. Yo hice bromas acerca de esto.
19. Yo hice algo para pensar menos en esto, como ir al cine, ver
T.V., leer, soñar despierto(a), dormir, o ir de compras.
20. Yo acepté la realidad de que esto haya pasado.
21. Yo expresé mis pensamientos negativos.
22. Yo traté de encontrar apoyo en mi religión o mis creencias
espirituales.
23. Yo he tratado de obtener consejos y ayuda de otras personas
acerca de qué hacer.
24. Yo aprendí a vivir con esto.
25. Yo pensé mucho cuales eran los pasos a tomar.
26. Yo me he culpado por las cosas que me sucedieron.
27. Yo recé o medité.
28. Yo hice gracia o me reía de la situación.
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1

2

3

4

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

1
1
1

2
2
2

3
3
3

4
4
4

1
1
1

2
2
2

3
3
3

4
4
4

1

2

3

4

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

Parte 2: Entrevista Semi Estructurada
Ahora, quisiera hacerle algunas preguntas relacionadas con su experiencia con el
cáncer desde cuando fue diagnosticada por primera vez hasta hoy…
6.

Cuando le diagnosticaron con cáncer de seno por primera vez, ¿cuáles fueron
sus primeros pensamientos? (ej., miedos, esperanzas, familia)
Sondeo: ¿Que sentía, que estaba pasando por su cabeza?

Sondeo: ¿Sus sentimientos han cambiado? Si, sí ¿cómo? (ej., renovó fe,
acercamiento familiar, esperanza perdida)
Gracias. Ahora quisiera obtener sus opiniones de cosas que pueden causar o
pueden afectar que mujeres diagnosticadas con cáncer de seno padezcan de
depresión o de sentirse tristes todo el tiempo.
7.

¿Qué factores personales siente o cree usted que causan que alguien se sienta
triste, deprimido, o sin esperanza? (ej., la falta de recursos o de acceso para la
salud, pérdida de trabajo, enfermedad, muerte en la familia)
Ahora con respecto a cualquier lugar donde usted tiene contacto cercano con
personas incluyendo a familiares y amigos

8.

¿Qué factores de las relaciones siente o cree usted que causan que alguien se
sienta triste, deprimido, o sin esperanza? (ej., falta de apoyo de familiares o
amigos)

Ahora con respecto a cualquier lugar donde tenga interaccionas con su comunidad
tales como donde trabaja y vive. También considere cualquier política o programa
del gobierno.
9.

¿Qué factores comunitarios siente o cree usted que causan que alguien se
sienta triste, deprimido, o sin esperanza? (ej., falta de atención medica en
español, sin acceso a salud mental, empleo, políticas, cuidado de los niños,
situaciones económicas)

Gracias. Ahora quisiera obtener sus opiniones de cosas que pueden ayudar.
10. ¿Qué cosas positivas ayudan a prevenir la depresión?
Sondeo: ¿Qué factores personales ayudan? (ej., la fe, acceso a recursos)
Sondeo: ¿Qué factores acerca de sus interacciones con personas ayudan? (ej.,
grupos de apoyo, familia)
Sondeo: ¿Qué factores comunitarios ayudan? (ej., programa de apoyo en
español, doctores que hablan español, programas del gobierno)

11.

Hemos finalizado esta entrevista. ¿Hay otra cosa que quisiera añadir o algo
que yo podría haber omitido?
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Fecha:

Appendix I: Mental Health Protocol and LUNA’s Counseling Services Policy and
Procedures

244

Mental Health Protocol for the Current Study
In general this study poses no more harm to participants than the risks of everyday life.
However, during the individual interviews, participants may express feelings of sadness.
In anticipation of possible feelings of ongoing sadness, we will mail a mental health
resource guide specifying accessibility to each service such as Spanish‐speaking staff,
free or low cost services prior to the interview.
The current study adopted a mental health protocol (see LUNA’s counseling services
policy and procedures on page 2) used by LUNA (a local cancer support non‐profit
organization who has an established psychosocial/mental health program) to link
participants who may be associated with ongoing sadness or depression, or who’s
sadness may potentially lead to self‐harm to a mental health counselor in the following
manner:
1. The 9‐item PHQ‐9 was used to identified participants who may be associated
with ongoing sadness. Participants who may be at risk are those who (1) scores
are greater than 15 points on the 9 item PHQ‐9 or (2) score positively on the
suicide ideation item on the PHQ‐9: “In the past two weeks, how often have you
been bothered by thoughts that you would be better off dead or hurting yourself
in some way.”
2. The interviewer asked the participant to hold momentarily while the interviewer
quickly scores the PHQ‐9 (less than 1 minute). If the participant was found to be
associated with sadness or depression according to the above criteria listed in
step 1, they would let the participant know that “…it is natural to have feelings of
sadness because of your diagnosis or life circumstances. We like you to know
that we have a health navigator who could set a time for you to speak with a
mental health counselor free of charge up to four 1‐hour sessions for any cancer
survivor who currently does not have access to a counselor or mental health
professional. She can also assist you in seeking other health services. With your
permission, could I share your contact information with her so she can call
you…”
3. If the participant agreed, we shared the participant contact information with
LUNA’s health navigator so she can set up appointment with the participant to
see a mental health counselor in their language of preference per LUNA’s mental
health protocol (see page 2).
***Of note, many of the participants were involved in cancer support groups or other
community organization who provide additional support for its members. Other
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participants were also be under the care of a mental health professional and may
therefore declined speaking to another mental health counselor. ***
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LUNA Counseling Services
Policy and Procedures

Program Goal: To provide brief solution focused counseling to Spanish speaking Latinos
to alleviate their cancer related distress by enhancing their coping skills, increase their
sense of control and improve their overall quality of life.
Eligibility Criteria:
Services will be provided to uninsured/underinsured newly diagnosed Latino cancer
patients and their immediate relatives (or loved ones) residents of the Tampa Bay Area
(primarily Pinellas and Hillsborough Counties) that would not have access to counseling
services otherwise. Services will also be available to clients/close relatives dealing with a
cancer recurrence.
Counseling will be provided by a counselor/social worker via Contractual Services as
needed at $30/hr‐4 sessions max per participant/referral for up to 20
referrals/participants. ($30 an hrx4 sessions x20 referrals/participants=$2400)
Referral Sources:
LUNA support groups facilitators and members, the person themselves, and local health
institutions and community agencies serving the Latino community to include, but not
limited to, Bay Care’s : Morton Plant, Dunedin Mease, Countryside Mease, Saint
Anthony’s and Saint Joseph’s hospitals, Moffitt Cancer Institute and Tampa Bay Cancer
Care Network partners, Hispanic Services Council, and Hispanic Outreach Center.
Referral Procedure:
Referral sources will send a referral form via fax to LUNA’s administrative office or call
the program coordinator with client’s contact information. The program coordinator
will follow up with a call to confirm that referral was received and let them know that
mental health counselor will follow up with the client within 72 business hours. The
program coordinator will enter client’s contact information into a password protected
database and will coordinate with the contract counselor or designee (e.g., social work
or mental health counselor intern) to make the follow‐up call
Response to referrals:
LUNA’s program coordinator or contract counselor or designee (e.g., social work or
mental health counselor intern) will initially respond to referral with a phone call to the
client within 72 business hours of time when referral is received. An interview which will
consist of an initial assessment of client’s cancer related psychosocial and educational
needs will be scheduled at hospital, home or by phone depending on distance and
client’s availability.
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Sessions (amount/duration) and documentation;
Once an initial assessment is completed three counseling sessions will be available per
client. Duration of each session will be 45 minutes allowing 15 minutes for record
keeping and documentation. Counseling sessions may be extended to 5 per client
depending on the client’s need. Contractual counselor will consult justification for
extensions with senior counselor and/or LUNA board members. Session numbers, plan
attainment and reasons to close a case will be clearly stated in progress notes.
Contract (per diem) Counselor’s Job Description
Counselor’s minimum requirements/credentials: MA (e.g., psychology) and or MSW.
Counselor’s responsibilities:
Counselor will:
1. Respond to referrals by calling client for brief phone contact within 72 business
hours of time referral was received.
2. Establish a collaborative positive relationship with client and their immediate
support system.
3. Arrange to meet with client, relative or loved one, at LUNA’s office, hospital,
client’s home or other most convenient location within 5 business days
depending on client’s availability. If personal interview is not possible a phone
interview may be scheduled.
4. Explore client’s and closest relative’s response to diagnosis, support system
availability, information and referral needed to enhance client’s coping skills.
5. Evaluate client’s adjustment to illness, treatment related challenges, cancer
educational gaps, changes in living situations and family dynamics and how they
are dealing with death and dying issues.
6. Demonstrate the ability to wisely plan interventions, re‐assess, respond to
client’s changing needs in a timely manner and ensure continuity of care.
7. Refer client to navigator so that client is refer to community resources that
would be most beneficial to her/him.
8. Provide counseling utilizing a solution focused, problem solving, resiliency base
approach to enhance client’s ability to cope by reconnecting them with the
strengths they have utilized to cope with adversities in the past, reinforcing
optimism, courage and sense of control self confidence.
9. Refer client to appropriate counseling services when they present a non‐cancer
related emotional crisis or deep seeded psychological issues that prompt
immediate or long term treatment.
10. Serve as client’s liaison and advocate for their continuity of care.
11. Comply with Florida State’s confidentiality laws and abuse and neglect reporting
regulations.
12. Adhere to professional ethical standards
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13. Maintain an up to date chart to assure continuity of care and that can be easily
accessed for audits from funding sources.
Crisis Management Protocol
During the course of this program, there are several possible points of contact in which
a participant’s physical and mental health and wellness will be assessed. During these
periods, as well as through personal interaction with participants during support group
meetings, LUNA programs or events, emergency or crisis events may arise and require
action. In the event of a crisis/emergency, the following steps should be taken as
quickly as possible and in accordance with the timeline outlined below.
If you are not the consultant counselor follow these steps:
I.
Follow mental health counseling protocol to refer participants to the mental
health counseling program.
II.
If the survivor or caregiver is not eligible to the program and you suspect they
are in need of mental health support follow steps below.
For consultant counselor: Crisis/emergency event during the mental health counseling
program:
While providing mental health counseling, you may come in contact with survivors or
their caregivers who are in crisis and in need of critical assistance. It is our obligation to
refer participants who require additional mental health support beyond and above
LUNA counseling program (i.e. they have thoughts that they are better off dead, suicide
ideation, severe depression) to organizations or individuals who can provide them with
the care that they need.
If you identify a survivor or caregiver who have suicide ideation or with severe
depression, you should immediately initiate the following chain.
I.
Refer participant to an appropriate service(s) in the community to seek
additional mental health support. Several programs in the community
are listed on the mental health referral list.
II.
Initiate a detail email to the team (see below members) via email on the
situation and their response. This email should be sent within 24 of
referral. Please do not include survivor/caregiver name or other
identifying information (for example use only initials and age but not
complete name or date of birth). If necessary, an emergency meeting will
be called to seek additional mental health resources.
III.
The Program Coordinator or appropriate staff will follow‐up with the
participant per the recommendations of the consulting mental health
counselor.
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If a survivor or caregiver is in need of emergency assistance (Life threatening event)
initiate the following chain: Remember, if there are concerns, always err on the side of
caution.
I.
In the event of an immediate, life threatening crisis immediately call 9‐1‐1.
Notify the participant of your concerns and explain that you are calling for
immediate medical assistance.
a. Health indicators requiring 9‐1‐1 call
i. Shortness of breath
ii. Feeling dizzy
iii. Heart racing
iv. Chest Pain
v. Confusion
b. Mental health indicators requiring 9‐1‐1 call
i. Recent suicide attempt
ii. Clear suicidal plan with intention and means to act
iii. Current self‐Harming Behavior who can be considered life
threatening
iv. Violent behavior against others
v. Unusual or disorganized behavior
II.
If a call to 9‐1‐1 is initiated, immediately follow‐up with an email to the team
outlining the situation in detail. Please do not include participant identifying
information.
The Crisis Management Team
A Crisis Management Team, comprised of the LUNA board members, program
coordinators, and mental health counselors, will meet on a monthly basis via
teleconference to review the management of any crisis cases. The team will review each
case, the protocol that was followed and the need for any additional follow‐up. The
Name

Position

Phone

Email

team will help to review the procedures for crisis management and will recommend
changes as necessary.
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Ingrid Asmar
Alma Flores
Dina Martinez
Tyson
Claudia
Aguado Loi
Viviam
Sifontes

Consulting Counselor
Consulting Counselor
LUNA VP

727‐510‐1488
(727) 215‐6974
813‐728‐5895

iasmarc@gmail.com
aeflores84@yahoo.com
dmarti24@gmail.com

LUNA President

813‐767‐5926

aguadocx@yahoo.com

Program Coordinator/
LUNA Executive
Director

(813) 956‐2978

vsifontes2007@yahoo.co
m
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Appendix J: Recruitment Flyer
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